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ANO-RECTAL FISTULAE* 
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An ano-rectal fistula is an infected tract 
between the skin and the anus or rectum. 
If the tract fails to be complete but opens 
only on the skin surface it is called a blind 
external fistula; if it opens only into the 
anal or rectal lumen it is called a blind 
internal fistula. Clinical usage sanctions 
this nomenclature though strictly speak- 
ing, if they positively are not complete, 
then they should be called peri-anal, peri- 
rectal, or ischio-rectal sinuses. In further 
support of the clinical nomenclature of 
fistula, it may be said that a minute open- 
ing, making it a fistula, that is, opening 
from a viscus, is present in most cases 
even though not demonstrated. Penning- 
ton gave us a very practical classification 
of fistulae of this region as follows: (1) 
Anal, opening into the anus. (2) ano-rec- 
tal, opening at the pectinate line; (3) rec- 
tal, opening into the rectum proper. Ex- 
amination with the proctoscope or ano- 
scope will aid in determining the type of 
fistula present. The majority of my cases 
have been between twenty and fifty years 
of age. The oldest was seventy-eight 
years; the youngest six months. The male 
patients outnumber the female three to 
two. 


Fistula is usually a sequella of an ab- 
scess. Inflammation in an anal crypt at 
the ano-rectal junction, or an anal fissure 
is usually the precursor of the abscess. 
The infecting organism is usually some of 
those constantly present in the bowel con- 
tent, but I have seen fistula follow gonor- 
rheal cryptitis and proctitis. Trauma of 
the ano-rectal junction often is an initiat- 
ing factor and a debilitating condition 
such as tuberculosis, diabetes, or syphilis, 

*Read before Section on General Surgery, Forty- 


second: Annual Meeting Oklahoma State Medical 
Association, Tulsa, May, 1934, 


predisposes to the development of the lo- 
cal infection. When the abscess discharges 
and its cavity is filled in, an infected tract 
lined by granulation tissue and surround- 
ed by fibrous tissue, remains. The torn 
and infected crypt, or fissure, is usually 
in the posterior midline. The inflamma- 
tion may travel through the lymphatics or 
by dissolution of tissue into the space be- 
hind the anus, or into the ischio-rectal 
spaces. Pus may dissect from the space 
behind the anus into both ischio-rectal 
spaces, forming a horseshoe-shaped ab- 
scess with one or numerous discharging 
points on each side. In most cases there 
is a single internal opening. 


Contraction of the walls of the abscess 
cavity in the ischio-rectal fossa results 
often in a tortuous infected tract. Tem- 
porary occlusion of the opening of this 
tract results in the collection of pus un- 
der tension again, with malaise and the 
recurrent pain, swelling, and discharge so 
well known in the history of these cases. 
The kinking of the tract near its internal 
opening or its occlusion temporarily, may 
be the reason the examining probe or dyes 
do not always enter the rectum, and yet 
the minute internal opening is present. 
Re-infection with fecal particles through 
a small internal opening will explain the 
chronic course or continued existence of 
many fistulae. It has become a habit to 
look for tuberculosis in patients with ano- 
rectal fistulae (and it might be said in an 
aside that it has become a habit to look 
for lues, recent Neisserian, or chancroidal 
infection in those with multiple anal ex- 
coriations or fissures). 

Symptoms: A tender or painful dis- 
charging point or points in the region of 
the anus is the usual complaint of the pa- 
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tient. The purulent secretion, even though 
slight, may be very disagreeable as to 
odor. The area of tenderness is increased 
in cases of multiple fistulous openings. A 
so-called blind external fistula may cause 
practically no complaint while its orifice 
remains open. As indicated previously, I 
feel that most fistulae have at least a mi- 
nute internal opening. The larger this is 
and the more liquid the bowel content, the 
more pain and discharge the patient will 
have. The pathology at the internal open- 
ing may cause an uneasy sensation or tick- 
ling in the anal canal or pruritus. Intense 
pruritus is present in some of the cases 
having a minute superficial submuco-cu- 
taneous tract or tracts. Bladder symp- 
toms, sacral backache, or pain in the hip 
or down the thigh is occasionally present. 
Toxic absorption from infection, manifest- 
ed by rheumatic symptoms and arthritis, 
in my experience, has occurred oftener, in 
the presence of the small pus pocket as- 
sociated with cryptitis or a blind internal 
sinus, than with a complete fistula, or 
even the large more acute ischio-rectal ab- 
scesses. Rectal operations on numbers of 
the former class have been followed by im- 
provement or cure of the rheumatism. 


Diagnosis: The patient has, months or 
years before, developed rectal discomfort, 
pain, fever and swelling, the worst of 
which subsided when the abscess burst or 
was incised. There are recurrences when 
discharge from the tract is blocked. Close 
inspection may be necessary to see a de- 
pressed external opening or slit in a previ- 
ous incision, but on the other hand a small 
tab or granulation tissue may mark the ex- 
ternal opening. Pressure about the open- 
ing usually brings a show of pus, though 
thin epithelium occasionally bridges over 
the opening. Deep palpation in most cases 
follows the indurated tract upward in the 
anus. A pit, depression, or merely a hy- 
persensitive spot (anal crypt), may or 
may not be felt, indicating the internal 
opening. Very rarely there is more than 
one internal opening, this usually repre- 
senting the secondary rupture of a com- 
municating submucus or mural abscess at 
a higher point. Positive evidence of an in- 
ternal opening is afforded when methylene 
blue, seven parts, and hydrogen peroxide, 
one part, gently injected externally runs 
from the anus or spots rauze which has 
been laid into the rectal lumen as a diag- 
nostic procedure. Probing should be done 
with caution. It is painful without an- 
aesthesia; under anaesthesia it is valuable 
but great care should be taken to avoid 


false passages. Complex fistulae are fol- 
lowed more surely by injecting ten per 
cent bismuth subnitrate in vaseline and 
taking a stereoscopic x-ray. Undue force 
should not be used in making the injec- 
tion. Both the pictures and the bismuth 
remaining in place may be helpful in lo- 
cating the multiple tracts at the operation, 
which should be done within a few days. 
A general observation has been made, that 
most cases having external openings more 
than about two inches distant from the 
anus have a tract leading to an internal 
opening at the posterior ano-rectal com- 
missure. This is true also of those exter- 
nal openings nearer than two inches if 
they open posterior to a line bisecting the 
anus. The short tracts which open in the 
anterior half of the anal region usually 
lead in a radial direction to a correspond- 
ing anterior anal crypt. About 50% of the 
internal openings are posterior, 20% an- 
terior, and the remainder laterally placed. 


Sinuses in the coccygeal or sacrococcy- 
geal region may be from an infected pilon- 
idal cyst. Points in the differential diag- 
nosis are a normal appearance through 
the proctoscope, no induration on rectal 
digital examination, negative x-ray of the 
bony structures, perhaps a post-anal dim- 
ple from or near which one or more open- 
ings are present evidently connected with 
tracts forming a mass over the sacro-coc- 
cygeal region. Since tracts of epithelium 
extend out from the palpable mass of the 
cyst, a wide block removal dissecting down 
on the bone especially removing tissue 
over the coccyx, is necessary. Some sur- 
geons advise excising the coccyx at the 
same time. Where too much of the sacrum 
lies bare I have followed Lahey in about 
half my cases in sliding a gluteal skin to 
fascia flap over to the central position 
overlying the bone. The resultant defect 
over the buttock fills in rapidly and a 
broad tender scar over the weight bearing 
part of the bone is avoided. 


There is a higher percentage of ano- 
rectal fistulae in persons with pulmonary 
tuberculosis than in others. Yeomans says 
that fistula is a complication in about 6 
per cent of sanatorium cases of pulmon- 
ary tuberculosis. It takes work to prove 
that a given fistula has in its walls, tu- 
berculous inflammation. Many smears*or 
scrapings of the tract will not show the 
bacilli. Microscopic study of fistulous tis- 
sue freed from surface contamination 
from the bowel contents (which frequent- 
ly contains tubercle bacilli), and culture 
of the tissue preparation and inoculation 
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of guinea pigs are the methods of inves- 
tigating accurately. Forty per cent of the 
cases are considered tuberculous in some 
charity clinics, while some proctologists 
conclude about five per cent of fistulae 
coming to their offices are due to tuber- 
culosis locally. After giving full weight 
to the history and to x-ray and other ex- 
amination of the lungs, as well as to local 
tissue examinations, L. A. Buie thought 
5.4% of a series of his fistulae studied-had 
tuberculosis as a cause. He compiled fig- 
ures from a number of continental hos- 
pitals for tuberculosis and found that 
about 3% of their patients had anal fis- 
tula or ischio-rectal abscess. 


A. J. Chisholm, investigating by cul- 
tures and guinea pig inoculation of fis- 
tulous tissue, found it tuberculous only in 
the patients having also some type of pul- 
monary tuberculosis. But his positive find- 
ings in them were high—77% in those 
having also active pulmonary tuberculosis 
and 55% in those having also inactive (ar- 
rested or fibroid) pulmonary tuberculosis. 

Given a pulmonary tuberculosis case, he 
may have only a simple pyogenic fistula, 
or we may fail to demonstrate local tu- 
berculosis in his fistula, despite its being 
there. If the edge of the opening is un- 
dermined, the granulations unhealthy 
looking and the discharge thin, then es- 
pecially in a tuberculous patient we feel 
that it is a tuberculous fistula. 

The history may impress us in consid- 
ering a fistula tuberculous. A mass less 
painful than the usual one, moveable in 
the ischio-rectal fossa, changeable or slow- 
ly increasing in size, becomes fixed and 
ruptures either back into the bowel or out 
on the skin; this over a period of time 
without the usual acute fever and pain 
attendant upon the development of pyo- 
genic infection in this region. The point 
of discharge back into the bowel wall may 
be higher than the ano-rectal level where 
most of the pyogenic tracts connect. Pale 
unhealthy looking granulation tissue is 
seen at the orifices. Whether tuberculous 
or not, the fistulae should be operated, and 
with proper operation we are curing these 
fistulae in tuberculous patients. 

The tubercle bacilli often come through 
uninjured bowel mucosa, according to Cal- 
mette. However, tuberculosis of the sem- 
inal vesicles, coccyx or pelvic bones may 
be the antecedent of the ischio-rectal in- 
fection. 

If there is extensive infiltration, excis- 
ion should not be attempted. Fistulotomy 


of the external part will maintain drain- 
age until such time as connective tissue 
barriers have been better formed. Rough 
manipulation of tuberculous tissue and 
cutting through it is to be avoided. Na- 
ture builds a dense fibrous tissue wall in 
the chronic cases about the granulation 
tissue lining the fistulous tract. This 
should be excised by the knife cutting in 
healthy tissue in the case of simple 
straight fistula; more often the tracts 
are tortuous with much inflammatory re- 
action and are best treated primarily by 
incision to promote drainage and allay in- 
flammation. The cautery is recommended 
for its sterilizing effect on this tissue by 
some men, but by others is not used. I 
prefer the cautery especially for its hem- 
ostatic effect in situations where other- 
wise much clamping would have to be done 
in infected tissue. Exposure to the sun 
or ultraviolet light is helpful to the heal- 
ing of these wounds postoperative. Irra- 
diated petrolatum has been beneficial to 
some of them. 


Under differential diagnosis should be 
mentioned actinomycosis of this region 
and also the fistulae that occur in connec- 
tion with malignancy of the rectum, chron- 
ic inflammatory stricture of the rectum, 
and syphilitic lesions. About one-fourth 
of the fistula cases in my rectal clinic at 
the University Hospital have had positive 
blood Wassermanns. 


Treatment; A few small simple fistulae 
have been cured by injection of various 
irritants. If improvement is not evident 
promptly the patient should not be sub- 
jected to interminable injections or pack- 
ings. The use of an elastic ligature thread- 
ed through the fistula is very seldom in- 
dicated. 


Practically the treatment of fistula in 
ano is operation. It may be either incision 
(fistulotomy) or excision (fistulectomy) 
with or without a variable amount of clo- 
sure by suturing. The distal part of the 
tract may be excised and a silk ligature 
threaded through the remainder encircling 
the involved part of the sphincter, this 
latter to be incised at a later time when 
the distal part has filled in and the gran- 
ulation will prevent undue retraction of 
sphincter ends when they are severed. Fis- 
tulectomy under antiseptic precautions of 
a superficial distal tract can be followed 
by suture of that part of the wound. On 
the other hand a lateral fistulous tract oft- 
en goes very deep being the remains of the 
abscess in the ischio-rectal or supra-levat- 
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or spaces. This has to be kept open and 
will heal if the other tract from the ano- 
rectal junction is laid open and the rein- 
fection thus stopped. Deep incision into the 
anus can be made in the midline posterior- 
ly. Judgment must be exercised as to the 
amount of sphincter that can be cut at the 
other parts of the circumference at a sin- 
gle operation. The sphincter should not be 
cut obliquely, but at right angles, and nev- 
er in more than one place at the same op- 
eration. Other procedures to prevent un- 
due retraction of the cut ends of the 
sphincter are suturing of the ends until 
granulation tissue sets them in place, and 
primary suturing of the cut ends to firm 
tissue underlying them. 


I have not had success with the Elting 
procedure to close the internal opening 
by mobilization and suture of the bowel 
wall. However, I will describe a procedure 
which might be considered akin to it in 
some respects, which has given me uni- 
formly good results: 


Several years ago I began saving the 
continuity of considerable sphincter mus- 
cle at the site of fistulectomy. Previously 
I had usually followed the practice in rec- 
tal surgery of cutting through everything 
lying between the fistula and the lumen 
of the bowel. By using smaller hemostats 
and scissors I have been able to make a 
more minute dissection and excision of the 
tract without severing the overlying 
sphincter. A slight amount of freeing of 
the bowel wall above is done. It is then 
possible to place the sphincter upward and 
stitch the rectal wall downward over it 
fixing the sphincter against solid tissue in 
a somewhat higher but nevertheless good 
functioning position. The final result is 
a more normal anal contour without the 
notched defect sometimes marked after the 
usual operation. Since development of this 
way of saving sphincter I have been able 
to operate in a single trip to surgery on 
two separate fistulae on opposite sides of 
the anus of the same patient who previ- 
ously would have had to recover from one, 
and then return in a month or so for an- 
other anaesthetic and operation on the 
other side. 


Inflammation is attended by destruction 
of tissue. Accordingly the patient who 
has had an extensive abscess and fistula 
must not expect, either with or without 
surgical treatment, to have a supple anus 
functioning in exactly the same way it 
did before inflammation developed there. 
A well functioning’ intact external sphinc- 


ter is necessary to retain gas, so that the 
patient who develops inflammation with 
or without incision here must not expect 
too much as to this. Its control is variable. 
However, practically all patients as they 
come with internal openings not too high 
in the bowel, can be assured that their fis- 
tula can be operated without resulting in- 
continence. This will require an intelli- 
gent operation, in two stages if necessary. 
I have been surprised in examining some 
cases that have anal distortion from pre- 
vious multiple fistulae and operations, to 
note the remarkable grip which the levat- 
or ani muscles are exerting and the state- 
ment of the patient that he holds the bowel 
action perfectly. 


Incising a fistula which goes through 
a portion of sphincter, will in some cases 
initiate the prolapse of some rectal mucous 
membrane or a small hemorrhoid, hither- 
to symptomless. I try to anticipate this 
possible complication when operating on 
a chronic fistula without especial purul- 
ent discharge, and remove any definitely 
redundant mucous membrane or hemor- 
rhoid. This is done when the fistula oper- 
ation has been comparatively clean and 
not too extensive. In the presence of vir- 
ulent pus, necessary drainage only is done. 


An anus which has suffered loss of 
tissue due to inflammatory destruction 
will not be perfect anatomically, but in- 
creasingly our patients are getting good 
function and are well satisfied. 


As one of them wrote me several months 
post-operative, “The cut place does not 
hurt and has healed up and as a whole my 
rectum works alright.” 
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Dr. Allen, Tulsa: With few exceptions, 
every anal or rectal fistula is preceded by 
an abscess which has its origin in the anus 
and rectum. Cultures from this abscess 
usually show a predominant organism, the 
streptococcus, staphyloccus, bacillus coli, 
tuberculosis bacillus, and occasionally the 
gonococcic and bacillus saphrogenes. These 
are the most frequent organisms. I was 
interested in seeing Dr. Murdoch place the 
emphasis on the incidence of tuberculosis 
bacillus. It seems to me that that point 
ought to be stressed, because most insur- 
ance companies feel that when a fistula is 
reported in the history of a case it is just 
bound to be tuberculous. I think they are 
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over-cautions. It is all right to investigate 
that, but it seems to me they are over- 
estimating it in the general run of cases. 
In Houston, Harp, who has rather a large 
clinic, places the incidence there between 
two and four per cent. Hirschman places 
ii between five and ten per cent. On the 
other hand, Miles of London places it as 
high as fourteen per cent. Of course, it 
depends a good deal on the character of 
patients one is seeing, but in the genera! 
run of cases it seems to me that the in- 
cidence ascribed to the profession at large 
is far above the real incidence of it. As 
to the other infections, one might stress 
the source of these infections, the organ- 
isms like the staphylococcus and strepto- 
coccus. As I say, this comes from the anus 
and rectum, but from where does that 
come? I think we are overlooking our in- 
fections from above. We don’t stop to in- 
vestigate what our infections are in the 
mouth. We so frequently see staphylococ- 
cus and streptococcus infections in the 
teeth and gums, the tonsils and sinuses, 
and I feel that if those things are not 
properly taken care of the infection may 
occur from them. No doubt there are a 
lot of peri-rectal abscess and fistulas that 
recur because of maybe a new crypt or 
new hemorrhoid has gotten infected sim- 
ply because the infection upstairs has not 
been properly taken care of, and I feel 
that the rectal examination is not complete 
until these infections up there have been 
looked after and cleared up because your 
rectal sphincter is not always going to 
heal up properly until these infections 
above have really been cleared up as they 
should. That is particularly true, I think, 
of the streptococcus. Speaking of the 
treatment, I feel that the surgery of these 
fistulas should be well planned. A simple 
fistula requires very little planning, of 
course, but when it comes to the compli- 
cated fistula, that should be studied thor- 
oughly and, as Dr. Murdoch has said, an 
x-ray should be made of the fistula after 
previously injecting it with bismuth or 
something of that kind because a picture 
will often times clear up the situation ard 
make it very much easier for us to get rid 
of the fistula entirely. Dudley Smith states 
that the outstanding reasons for failure 
of fistula operation are: First, failure to 
find the internal opening; second, failure 
to follow all tracts to their termini and to 
open and excise them; third, faulty after- 


treatment; fourth, a failure to preserve 
the function of the bowel. 


CLOSING DiscussION: Dr. R. L. Murdoch. 

The question about tuberculosis is aca- 
demic rather than practical because we 
are curing most of them also. A general 
or inhalation anaesthetic is not used. The 
tuberculous patient will recover quicker if 
a careful operation on his fistula rids him 
of the toxic absorption there. 


4). 
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TWO’'S COMPANY, THREE’S A CROWD 





“Sickness is a matter intimately personal. It is a 
time when sincerity of dealing cannot be compro- 
mised nor human feelings flouted. 


“How disturbing, then, is the thought of having a 
third person or alien party exercise an influence on 
the relationship between the patient and his physi- 
cian, the two persons who, above all others, are most 
vitally concerned when sickness enters the home 


“Yet this third party influence, with all its un- 
pleasant and disturbing seauels, will inevitably be 
thrust upon patient and physician should some of 
the current new schemes of medical practice ever gain 
acceptance. 


“Carried to their full development, such plans 
would mean that your famiiy doctor would be the 
hireling of a commercial organization or of a de- 
partment of the state, the former built up necessar- 
ily by business promotional efforts, high pressure 
salesmanship and price competition, the latter made 
compulsory by legal enactment. 


“Experience has already shown that contract or in- 
surance schemes would not be successful if they ob- 
served carefully the principles of conduct and fair 
competition which operate as definitely for the pub- 
lic good as for professional honor. In these prin- 
ciples financial gain is subordinated to the prime 
object of service to the patient and to humanity 


“Furthermore, the historv of some of these ven 
tures reveals highly deplorable tendencies. ‘Scare head’ 
advertising has appeared as a means of frightening 
people into subscribing for memberships. Medical 
service has heen promised at ridiculously low and ac- 
tually impossible rates. The services of hundreds of 
physicians have been promised to subscribing mem- 
bers. whereas actually but a small fraction of that 
number were ‘signed up’ and available. Patients have 
found that they must be served bv the phvsician as- 
signed to them, not by the man of their choice. And 
the poorer classes have paid the same price for med- 
ical service as the very wealthy. 


“No, the fine, sympathetic, humanitarian service at 
present rendered by the family physician can never 
be satisfactorily replaced by a commercial organiza- 
tion that retails medical service for a profit, nor by 
the state with a mechanized or regimented medical 
profession. The interjection of such agencies between 
patient and physician is unnecessary and cannot fail 
to be disturbing to all parties concerned.”—From 
Mead Johnson & Company's Announcement in Hy- 
geia, September, 1934. 
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WHAT SHOULD BE OUR ATTITUDE TOWARD THE 
CHILD WITH A CEREBRAL BIRTH PALSY ?* 





BEN H. NICHOLSON, M.D. 
OKLAHOMA CITY 





There is an enormous number of chil- 
dren with spastic paralyses who, in the 
course of their wanderings seeking aid, 
pass at one time or another through the 
pediatrician’s office. This group has been 
generally classified as the birth injured— 
a classification which seems to be unwar- 
ranted and which is finding disfavor. 
These children do at some time have a 
careful study for evidence of pathological 
processes which could be removed or cor- 
rected, such as tumors, cysts, syphilis, etc. 
The results of the examination are usual- 
ly negative for such conditions, in spite 
of the more recent encephalographic stud- 
ies. After careful study a more or less 
hopeless prognosis is given, but parents 
continue in their hope and are bitter to- 
ward scientific medicine and actively hos- 
tile toward the obstetrician, whom they 
think responsible for the injury. 


In recent years investigators have been 
unable to establish any relationship be- 
tween trauma and the symmetrical spastic 
paralyses discovered shortly after birth. 
This group constitutes by far the largest 
number of birth palsies (235 out of 280 
of Ford’s' series). He concluded that the 
congenital diplegias “‘are not to be attrib- 
uted to meningeal hemorrhage at birth, 
but are the result of various pathological] 
processes of intra-uterine origin.” 


“Four principal arguments support this 
conclusion. Meningeal hemorrhage is in 
at least half the cases unilateral, and when 
bilateral is almost always unequal on the 
two sides; cerebral diplegias are, with 
very few exceptions, bilaterally symmetri- 


cal. The heads of diplegics are usually 


either definitely microcephalic or slightly 
below normal size; meningeal hemorrhage 
causes rapid enlargement of the head. 
Children who are known to have intra- 
cranial bleeding at birth or in infancy do 
not develop diplegia; lastly, the patholog- 
ical anatomy of true congenital diplegia 
is such that it cannot be reconciled with 
any theory of birth injury.” 


In a discussion on the subject, Patten’ 





*Read before the Oklahoma Pediatric Society, 
Forty-second Annual Meeting, Tulsa, 1934. 


concluded: “The frequent occurrence of 
bilateral motor involvement, together with 
defect in intelligence, indicates something 
more than the effects of trauma or vas- 
cular accidents in the neurologic conditions 
of the new-born infant. There exists prob- 
ably a developmental defect or arrest 
which concerns either the integrity of the 
cortical ceils or the proper myelinization 
of the corticospinal tracts and associated 
fibers.” 


The actual part that injury plays does 
not greatly matter in this discussion, but 
no amount of argument in favor of the 
origin of cerebral palsies on the basis of 
intra-uterine disease or defect can mini- 
mize the importance of obstetrical care of 
the pregnant and parturient woman. Cer- 
tainly an important factor in prevention 
must be prenatal care, particularly as re- 
gards diet and hygiene. Concrete proof of 
this exists in the case reported by Kugcl- 
mass’ of the woman who, while eating a 
low protein diet because of hypertension, 
was delivered of four living babies, all of 
whom died of hemorrhagic disease of the 
new-born. She proceeded to and through 
her fifth pregnancy on an adequate pro- 
tein intake and was delivered of a normal 
child who went through the neonatal pe- 
riod without mishap and is still living. A 
limited protein diet accompanied her sixth 
pregnancy and she was delivered of an- 
other living baby who died of hemor- 
rhagic disease of the new-born. 


Crothers' states that in considering 
cerebral palsies we are dealing with one 
of three main types of disturbance or with 
any two or all three in combination—men- 
tal defect, disorders of cortical control and 
disturbances of associated movement. Ex- 
perience with these children has taught 
observers that if the mentality remains 
intact with proper care and training they 
will overcome to a large extent the spas- 
ticity and incoordination. This comes 
about probably because unimpaired motor 
neurons upon reeducation assume the 
function of those which have been irre- 
parably damaged. 


Our problem is first to classify the dis- 
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orders in our minds as best we can in an 
effort to determine whether or not there 
is enough residue to justify an attempt at 
reeducation. So often this is made doubly 
hard by the attitude of the parents whose 
minds have been confused by many sug- 
gestions as to cause and treatment. This 
is particularly true if it is an only child 
where comparison with an older child is 
not possible. 


In taking a history and examining the 
patient, one must not be deceived by the 
appearance of the patient. As Carlson 
put it: “There is sometimes difficulty in 
swallowing because of spasm of the phar- 
yngeal and tongue muscles; speech is dif- 
ficult, and not infrequently profuse sali- 
vation with drooling tends to reflect 
against the normal mentality of the pa- 
tient. In sp:te of the disability brought 
about by the disturbance, the mental state 
usually remains normal.’” 


It matters not at what age a child’s de- 
velopment may take place, the sequence 
in progress is the same. While the mental 
state, as Carlson says, may remain normal, 
certainly the mental development must to 
a large measure be dependent on motor 
experiences. The inability to sit alone, to 
use the hands in grasping objects, and to 
use the feet and legs in turning, crawling 
and standing must be a tremendous hand- 
icap in developing the higher centers. 
When we consider that the diplegic’s ex- 
periences have come entirely from his spe- 
cial senses, lying flat on his back in bed, 
and when we add to this a spasm of the 
muscles of deglutition and phonation 
which makes drooling necessary and 
speech practically impossible, there is lit- 
tle wonder that he has an idiotic appear- 
ance. In addition, there is often a spasm 
of the facial muscles which causes the 
child to grimace and change his expres- 
sion without cause. 


With such a child it is certainly no easy 
matter to determine whether the physio- 
logic residue is sufficient to justify an at- 
tempt at reeducation. Certain criteria 
have been established to help in this de- 
cision. Hempelmann," reporting from the 
Shriners’ Hospital in St. Louis, recognizes 
the following criteria as being most fav- 
orable for the best results: “(1) The child 
must be of normal or nearly normal men- 
tality; (2) he must give a history of im- 
provement in his condition; (3) he must 
have no athetosis or marked incoordina- 
tion of movements other than those due to 
spasticity, and (4) he must be willing 


and old enough to cooperate in the post- 
operative exercises.” 


Hobhouse’ thinks the following place the 
the child beyond the reach of effective 
treatment: (1) Evidence of progressive 
disease; (2) the presence of a profound 
degree of mental defect which he thinks 
may be for practical purposes determined 
by apathy and lack of desire to make 
movements or handle objects; (3) persist- 
ent occurrence of fits; (4) athetoid and 
choreiform movements; (5) a very high 
degree of muscular rigidity which makes 
active movements impossible. 


Aside from the above, probaly one of 
the most valuable indications for treat- 
ment is the history of improvement in the 
child’s condition. Care must be taken to 
ask specific questions about progress be- 
cause so often the wish is parent to the 
thought in the mother’s mind. Of course, 
a definite microcephalic or a very marked 
hydrocephalic, particularly if the hydro- 
cephalus is progressing, is beyond hope of 
training. 

Assuming that we have a child who is 
a diplegic and according to the criteria 
set down above we find that he can prob- 
ably be reeducated, what can we do about 
it? Of course, we are interested in what 
other people are doing, but we are more 
interested in how the principles involved 
can be applied here. As far as I know, 
there are no private institutions in this 
state which are adequately equipped and 
the personnel of which is sufficiently 
trained to undertake the task of reeduca- 
tion, and if there were, few people could 
take advantage of it. The Crippled Chil- 
drens’ Hospital is not large enough to hos- 
pitalize these children for any appreciable 
length of time. We are more or less left 
to our own resources with the help of a 
physiotherapist, if one is available. 

All of the people who write on the sub- 
ject feel that the most important element 
is an obstinate optimism on the part of 
the patient, parent and doctor. The treat- 
ment should be directed along three lines: 
(1) Training; (2) avoiding or preventing 
contractures, (3) surgical. 

It must be remembered that the defect 
is in the brain and not in the limb, and 
that no amount of passive treatment seems 
to be effective in preventing contractures. 
Active movements, even though purely re- 
flex, seem to be the only ones effective 
in producing results. As active purpose- 
ful movements increase the child’s motor 
control seems to develop and some undam- 
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aged neurone apparently takes over the 
function of the defective one. 


The most effective operative procedures 
seem to be those directed toward the over- 
coming of contractures and overcoming 
severe adductor spasm. 


How much we can accomplish, I do not 
know, but we are attempting at the Chil- 
drens’ Hospital dispensary to select a few 
of the most suitable patients and with the 
help of the physiotherapy department to 
institute a program of reeducation. We 
are hoping that we can teach the mother 
to carry out a simple plan of exercises, 
beginning with the neck and shoulders. 
During infancy, of course, the exercises 
are limited by position because the infant 
can only be on his back. The first step is 
to get the child in a sitting posture to be 
maintained by support which will in time 
overcome the spasm of the back muscles 
and give the child a chance to use his 
hands in handling objects. Warm baths 
give relaxation, which is necessary; mas- 
sage does no harm but electrical stimula- 
tion is contra-indicated since it only ag- 
gravates the existing condition of hyper- 
tonus. 

CONCLUSION 


1. The majority of cerebral birth pal- 
sies fall into the group of cerebral spastic 
diplegia. 

2. In the light of recent invesigations 
these can no longer be attributed to faulty 
obstetrics. 


8. While there is obviously a loss of mo- 
tor control, the mentality may be normal 
though development is retarded. 


4. In children whose mentality is near 
normal, who do not have repeated epilep- 
tic seizures, and who do not have athetoid 
or choreiform movements, the outlook in 
reeducation is good. 


5. This reeducation must be carried out 
optimistically by all concerned along sound 
physiotherapy principles. 


6. We, as physicians, must be as certain 
as possible before we make a diagnosis of 
idiocy and give a hopeless prognosis. 
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THERAPY OF COOK COUNTY HOSPITAL: 
THERAPY OF ANTHRAX 





Bernard Fantus, Chicago (Journal A. M. A., Sept. 
22, 1934), considers prophylaxis in animals and man 
in his discussion of the therapy of anthrax. Under 
treatment he states that anthrax antiserum should 
be administered at the earliest possible moment, !o- 
cally as well as systemically. Systemic administra- 
tion in nonsepticemic cases is carried out by means 
of intravenous injections of 50, 100 or 200 cc. of 
antiserum every twelve to six hours (according to 
the severity of the case) until the disease is con- 
trolled; then intramuscular injections are given for 
several days longer. In septicemic cases 200 cc. of 
antiserum is injected intravenously every three hours 
until the blood culture is negative. Local treatment 
consists of absolute rest, elevation, and warm boric 
acid compresses until the eschar separates. No ex- 
If an abscess 
forms, mere incision is enough. In properly managed 
cases the wound heals with a surprisingly small scar. 


cision or cauterization is necessary. 





——( 


R. B. DAVIS CO. COCOMALT 





The great strides taken by the medical profession 
in the last few years in the prevention of rickets can 
be traced directly to the newer knowledge and un- 
derstanding of Vitamin D. Because of the discovery 
of Vitamin D, rickets—once a familiar childhood 
menace—is now rapidly becoming a rare disease in 
civilized countries. 


Recent experiments prove beyond a shadow of a 
doubt that the amount of Vitamin D in the dietary 
of the pregnant woman determines to a large extent 
the quality of the teeth, the skeleton, and the per- 
fection of form of the coming child. Thus, by the 
systematic “feeding” of Vitamin D and calcium 10 
the expectant mother it is possible to safeguard the 
child—and the mother, too—from malformation of 
the bone structure. 


Cocomalt mixed with milk is useful in the dietary 
of expectant mothers—not only because it has almost 
twice the food-energy value of milk alone, not only 
because it provides extra proteins, carbohydrates and 
minerals (calcium and phosphorus)—but because it 
is rich in Vitamin D. Cocomalt is licensed by the 
Wisconsin University Alumni Research Foundation 
under Steenbock Patent No. 1,680,818. One glass or 
cup of Cocomalt, prepared as directed, contains not 
less than 30 Steenbock (81 U.S.P. revised) units of 
Vitamin D. Cocomalt is accepted by*the American 
Medical Association Committee on Foods. 
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THE CINCH SHORTENING METHOD FOR EXTRA- 
OCULAR MUSCLES* 





HARVEY O. RANDEL, M.D. 
OK MULGEE 





In writing a paper on the cinch meth- 
od of shortening, I am not entirely devoid 
of selfish motives. It has often been said 
that if one wishes to acquire knowledge 
of a subject, a good method of procedure 
is to write about it. 


The physiopathology of squint, and its 
surgical treatment, has always been a sub- 
ject of unusual interest to me. The nu- 
merous hypothesis as to its etiology, and 
the various surgical procedures submitted 
for its correction, lead to the belief that 
the solution of this interesting problem 
has not as yet been solved. 


During the year of 1930-31 I was for- 
tunate in being so situated as to examine, 
prior to operation and follow through to 
their completion, over one hundred cases 
of squint, operated on by the cinch meth- 
of of shortening. This series included the 
private cases of my preceptors, and also 
the clinic cases at Stanford University. 
Collaborating with my preceptors the de- 
tails of this series of cases were published 
in the Archives of Ophthalmology, May, 
1931.’ 


It is not the purpose of this paper to 
consider the physiopathology of squint. 
However, the originator of the method 
stresses a spastic element, that is, a habit 
impulse of contraction and relaxation ac- 
cording to Sherrington’s’ law of reciprocal 
innervation, i. e., stimulation to the center 
of one movement produces inhibition of 
the center of the opposing movement. 


In this manner explanation is offered 
as to the different degrees of effect from 
the same amount of shortening. The ad- 
vantages of the cinch method of shorten- 
ing were emphasized by O’Connor’, its 
originator, in 1916, before the Section of 
Ophthalmology of the American Medical 
Association. After ten years of practical 
application, and additional observation, he 
presented a paper before the Academy of 
Ophthalmology’, in which he further sim- 
plifies the operation and offers improve- 
ments, as to the technique. 


*Read before the Section on Eye, Ear, Nose and 
Throat, Forty-second Annual Meeting, Tulsa, 1934, 


It is this improved technique I am us- 
ing. The disadvantages of the procedure, 
advocated in 1916, have been eliminated. 
It is simply a tendon shortening, accom- 
plished by splitting the tendon into as 
many strands as is consistent with the 
amount of shortening desired. While no 
attempt is made to convert arc degrees 
of measurement into millimeters of short- 
ening, approximately one millimeter of 
shortening is obtained from each medium 
dermal suture, double looped, dividing the 
tendon into four equal strands. 


McCool’ showed, from wet specimens in 
enucleated eyes, that as much shortening 
as is ever desirable or safe is obtainable 
by the cinch method. 


Many ardent enthusiastic members of 
the profession have supported O’Connor 
in his claim that from a standpoint of ef- 
ficiency, safety, certainty of action and 
surgical principles involved, no operation 
yet devised can compare with it. Some of 
the advantages he enumerates are: The 
shortening is permanent and can be ac- 
complished without the disadvantages or 
risks of other operations. It permits ac- 
curate calibration of both tropias and 
phorias. The sutures are transferred up- 
on alternate counter-pressure in the same 
plane, the tendon strands being weaker 
than the sutures are looped around them, 
thereby constricting the sutures and not 
themselves. The operation can be per- 
formed safely at any age, and in addition 
eliminates the possibility of over-correc- 
tion and increase of the original deform- 
ity. No binocular bandage is required, and 
the monocular pad may be removed after 
twenty-four hours. 


In operating the phorias, the immediate 
effect after operation will be less than 
the effect on the succeeding day, because 
of the temporary paresis from pulling. 
Unless the phoria shows an under correc- 
tion immediately after operation, do not 
pad the eye. Encourage the patient to use 
the eyes as much as possible, in order to 
prevent the bulbar conjunctiva from be- 
coming adherent to the tendon, thus ex- 
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aggerating the effect. The effect of allow- 
ing the muscle to make its normal excur- 
sions, by not splinting with binocular 
bandage, prevents the formation of adhe- 
sions. 


The operation may be combined with a 
partial tenotomy, or, in older cases, re- 
cession may be employed where structural 
changes are present, or the opponent 
shows an excess of tonus or contracture. 
In children, where the operation is most 
frequently employed, I combine the op- 
eration with a central tenotomy of the op- 
ponent, in order to cause a temporary pa- 
resis and functional loss. A mere stretch- 
ing would probably accomplish the same 
purpose. 


In all probability central tenotomies, un- 
less pulled against by an advancement, re- 
section or shortening, apparently have no 
permanent effect. However, when com- 
bined with the cinch shortening operation 
is much more pronounced than if the two 
operations were performed separately. 
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BLUE SCLERA* 





L. C. KUYRKENDALL, M.D. 
MCALESTER 





There seems to be a difference of opin- 
ion as regards the first reports on blue 
sclera, but the earliest date mentioned is 
1839 when Von Ammon first described 
this condition. Lobstein is credited first 
having reported blue sclera in 1841. He 
also reported the condition of fragile bones 
in 1833. However, the condition of blue 
sclera and fragile bones were first report- 
ed as being connected in 1896 by Spur- 
way. The two were next reported as be- 
ing associated in 1900 by A. Eddowes. The 
sclera is described as being “deep porce- 
lain blue” or “a porcelain or leaden blue” 
or as a “china blue’. The entire sclera is 
blue, but is most intense toward the an- 
terior portion over the ciliary body. If 
the blue sclera patient does not die in in- 
fancy, longevity does not seem to be in- 
fluenced by the presence of blue sclerotics. 


Three theories have been advanced as 
the causative factor: First, mesenchymal ; 
second, increase of pigmentation of pig- 
ment cells of sclera, and third, increased 
transparency of the sclera due to lack of 
fibrous tissue from absence of lime salts. 
These cases are of interest, but are rarely 
seen primarily by the oculist. The family 
physician or surgeon may be consulted 


*Read before Section on Eye, Ear, Nose and 
Throat, Oklahoma State Medical Association at 
Tulsa, May 21-22-23, 1934. 


about the patient for the first time when 
the child suffers a fracture or the parents 
may discover the sclera is blue and seek 
information as to the cause of it. It is es- 
sential that the pediatrician, the general 
practitioner, and the surgeon know of the 
syndrome of blue sclera, fragile bones, and 
deafness which is otherwise designated as 
blue sclera, fragilitas ossium and oto-scle- 
rosis. Ruttin pointed out that while frac- 
tures occur in childhood, deafness only 
comes in the adult life. It has been rather 
definitely shown that at least one parent 
must have blue sclerotics in order that 
the child inherit this condition, although 
there have been a few sporadic cases found 
where neither parent has blue sclerae. It 
has also been demonstrated that fifty per 
cent of the offspring of a parent with 
blue sclerae will inherit this condition, and 
that fifty per cent of the offspring of 
these will have a blue sclera and fragile 
bones, while those offspring whose sclera 
are not blue will have normal offspring. 
In other words, the parent must have blue 
sclera before the child can inherit the con- 
dition. While practically all of these pa- 
tients have brittle bones and suffer nu- 
merous fractures, a very few escape the 
broken bones, but are susceptible to 
sprains, strains and dislocations. 
Spurway’ calls attention to the fact that 
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Eddowes, in 1900, reported blue sclerotics 
and fragile bones and states that he, Spur- 
way, had previously, 1896, reported in the 
British Medical Journal the history of 
three or four generations of a single fam- 
ily with fragile bones, numerous fractures 
and common symptoms of blue sclerotics. 


Constans’ reports two cases of blue scle- 
ra with brittle bones with a history of 
fractures in one case and numerous 
sprains in the other. His conclusion is 
that blue sclera and fragile bones accom- 
pany each other. They may or may not 
have deafness associated. Also, that it, 
blue sclera, is only transmitted by a pa- 
rent with blue sclera and that they may 
or may not transmit the condition. He 
does not think syphilis a factor. 


Goin’ claims there is a difference be- 
tween idiopathic osteopsathyrosis and 
fragilitas ossium, and says they are two 
phases of the same disease. The non-he- 
riditary form occurs without blue sclera, 
although he reports one case occurring 
with blue sclera. 


Smart‘ reports a case of scleritis which 
resisted or at least responded slowly to 
all methods of treatment until he had a 
blood calcium test made and found it very 
low. Upon placing her upon treatment to 
raise the blood calcium to normal her scle- 
ritis immediately healed. The sclera was 
a bluish or lavender color, following re- 
peated attacks. 


McCable’ reports a very interesting case 
in which the baby at birth had blue sclera 
and numerous fractures of the extremities 
in various stages of callus formation show- 
ing the child had suffered these fractures 
in utero. 


Knapp’ reports a case of a female, age 
four. In this case the grandmother, aunt, 
and mother have blue sclera and are the 
only members of the family affected. One 
sister is not affected. The patient has blue 
sclerotics only. No fractures or deafness. 
Blood calcium high normal. The lids of 
the right eye are light blue in color. Slate 
blue color of sclera of right in marked 
contrast to that of the left eye. Iris dull 
brown, left eye slightly bluish. 

Key’ in his paper states that the depth 
of blue varies in different individuals of 
the same family. That the ciliary body 
can usually be definitely outlined and is 
not due to pigmentation, but to the trans- 
parency of the sclera allowing the blue 
uvea to shine through. Peters thinks the 
sclera is thinner than normal. Key quotes 


from Conlon’s paper (Boston Medical and 
Surgical Journal, 169:16, 1913), in which 
Conlon does not think the sclera is thin, 
but is transparent or else there would be 
buphthalmos, which has not been found. 
Freidenberg thinks the transparency is 
due to absence of lime salts in the connec- 
tive tissue. Buchanan (Tr. Ophth. Soc. 
23:267, 1903: Ophthalmoscope 8:685, 
1910) examined the eye of Bronson’s case 
and reported the eye normal for a child 
of that age (11 months). Embryotoxin 
has been found in a number of cases. Key 
reports that keratoconus was found in one 
case, coloboma in one case, cataract in 
two cases, astigmatism and hypermetropia 
in six cases. Myopia was found five times. 
The fundi were normal in all cases and 
ocular tension was normal, Slight blueness 
of sclera may be present in anemia, T. B., 
and certain forms of heart disease. Bron- 
son, Herman, Ostheimer, Hoffman, Gut- 
zeit and others have found sporadic cases 
of blue sclera and fragile bones where 
neither parent was affected, and these 
cases did not transmit to their offspring. 
Key says that “hereditary hypoplasia of 
the mesenchyme” is characterized by blue 
sclera, brittle bones, deformities, small 
stature, hypermobility of the joints and 
a weakness of fibrous structures, while 
“hypoplasia of mesenchyme seems to be 
an anomaly of development rather than a 
derangement of metabolism.” 


Bowcock’* and Lewis give a short review 
of the history of blue sclera and brittle 
bones and report the case of a girl, age 
four years, with no family history of blue 
sclera or brittle bones. The father and 
mother are living. Exhaustive laboratory 
and x-ray examinations were made. “The 
blue color of the sclorae is explained by 
a majority of authors as an abnormal 
transparency of the sclerotic coat of the 
eye which permits the blue uvea to show 
through.” They state that authorities 
agree that deafness first appears in early 
life or later. (I am unable to confirm this 
as to early life.) It appears that liabil- 
ity to fractures becomes less at puberty 
or as young adult life is reached, often 
times with spontaneous improvement or 
total absence of fractures. They summar- 
ize as follows: “A sporadic case of brittle 
bones and blue sclerae is reported. The 
clinical picture conforms to cases previ- 
ously described. In addition, an apparent- 
ly benign glycosuria is present. Serum 
calcium determinations gave figures at the 
upper limits of normal or slightly above. 
Estimation of urine and stool calcium and 
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phosphorus gave evidence of abnormally 
high percentages of both in the stool, in 
such proportions as to suggest the possi- 
bility. of absorption from the intestinal 
tract. 


Shugrue’ and Rockwood report four 
cases of blue sclerotics, brittle bones and 
deafness. They state that the disease is 
hereditary and that the patient may have 
one, two, or all symptoms, e. g., blue scle- 
rae, brittle bones and deafness; also that 
where blue sclera alone is present they 
usually die in infancy, but when the blue 
sclerais manifest in adolescence they are 
associated with brittle bones and that lat- 
er deafness may come on. In the family 
of Case 1, age 20, male, reported, were 
seven of twelve with blue sclerotics includ- 
ing paternal grandfather, father, and five 
of nine children. Father had all three 
symptoms. One sister had blue sclerae and 
brittle bones. Two other sisters are deaf. 
One brother had blue sclera and brittle 
bones. The serum calcium and organic 
phosphorus was about normal. Case 2, 
male, age 47, has three brothers and four 
sisters, none of whom is affected. He has 
glycosuria with serum calcium and inor- 
ganic phosphorus about normal. Case 3, 
female, age 52, had all three symptoms. 
Three generations preceding her had had 
three symptoms. The father of patient 
had blue sclerotics and was the father of 
eleven children, six of whom have blue 
sclerae. Patient has five children, three 
with and two without the syndrome. Two 
with blue sclerae died in infancy. They 
state: “The most plausible explanation 
for the cases of blue sclerotics with brit- 
tle bones and deafness is that they are 
caused by a congenital mesenchymal de- 
fect, since all the structures involved in 
the syndrome come originally from the 
anlage. However, this theory does not ex- 
plain why other tissues of mesenchymal 
origin, such as the heart, blood and lymph 
vessels, bone marrow and lymph nodes, 
are not usually affected.” In Case 4, fifty 
per cent of the children with blue sclerae 
transmitted it to fifty per cent of their 
children. Those children of parents with 
blue sclerotics that did not inherit blue 
sclerotics did not transmit blue sclerotics 
to their children. One of their cases defi- 
nitely follows the Mendelian law. 


In Cleminson’s” case the iris was brown 
and sclera greyish-blue. It is for the most 
part a resume of the literature that had 
been written previous to this paper on 
blue sclera, otosclerosis and osteogenes‘s 
imperfecta. He quotes Eddowes, who pub- 


lished a short paper in 1900 in the “Brit- 
ish Medical Journal,” who said: “I would 
suggest that the transparency of the scle- 
rotics indicates a want of quantity or qual- 
ity of the fibrous tissue forming the 
framework of the various organs of the 
body and probably explains the want of 
spring or toughness in the bones of these 
peculiar individuals.”’ Cleminson states 
that “these cases are interesting in that 
the three constituent symptoms are all due 
to disturbances in the development of the 
mesenchyme, from which the bones and 
fibrous tissues, including the sclerotics, 
are developed.” 


Duggan” and Nanavati’s patient was a 
boy whose father was normal, but the 
mother and two sisters were affected. The 
mother’s brother and two sisters were af- 
fected. The brother who was not affect- 
ed had three sons who were not affected. 
Of the two sisters who were affected, each 
had two girls and two boys, all of whom 
were affected. The maternal grandmoth- 
er was affected—she was undoubtedly the 
starting point. Their contention is that 
the condition of blue sclerotics is transmit- 
ted through affected females and in this 
instance was dying out in the only male 
affected, or in other words, the uncle, be- 
ing only slightly affected, did not trans- 
mit to his sons. The greatest depth of 
color in their cases was about Imm. from 
the limbus of four patients examined— 
the mother, son, and two daughters. The 
iris was brown in each instance. All of 
the examined had normal fundi and vision 
except the boy. His fundi were normal, 
but he had myopia of a moderate degree. 
They also report a case of a Multani girl 
of blonde type who not only had blue scle- 
rotics, but had a blue discoloration of the 
skin of the lower part of her face on the 
right side. There were no pathological 
changes in the skin. She had an adherent 
leucoma of right eye. There were no oth- 
er members of family affected. She was 
born with this condition of the skin. They 
did not find any evidence of fragilitas os- 
sium, deafness, or congenital syphilis in 
the girl. 


Colonna” reports nine cases of osteo- 
genesis imperfecta, their ages ranging 
from three days to twenty-five years. The 
younger the patient the lighter blue in 
color is the sclera, while the older the pa- 
tient the darker blue prevails. ‘The eti- 
ology of osteogenesis imperfecta is un- 
known. In some of the cases reported 
there is a familial tendency *.* * Endo- 
crine disturbance have been thought to be 
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a cause, but no definite data can be ad- 
vanced to substantiate this, although sev- 
eral writers are impressed with the pos- 
sible role of the parathyroid as a causa- 
tive factor. Severe trauma occurring late 
in pregnancy, amniotic bands and intra- 
uterine adhesions have all been mention- 
ed by various writers as predisposing 
factors, but as yet definite proof is lack- 
ing. Syphilis definitely does not seem to 
be a factor.” 


Oast” reviews in detail the literature 
and cites the case of the “Oxford family” 
as studied by Stobie, which included sixty- 
six individuals, covering five generations, 
in which he shows that there is no in- 
stance in which a generation has been 
skipped. 


Gleich” says: “Osteogenesis imperfecta 
appears to be a fetal or embryonal dis- 
turbance due to faulty mesoplastic tissue. 
This tissue, in turn, owes its poor quality 
to defects in the hereditary units (the 
chromosomes) of the parents’ germ-cell.” 
He reports four cases in one family in 
which there were no blue sclerotics. 


Joachim and Wasch” saw eight cases of 
fragilitas osseum in one family covering 
three generations, and have been able to 
trace the disease in five generations. They 
report three of these cases, one a female, 
age 42, with blue sclerotics, who all her 
life had been subject to sprains of her 
hands and feet from the slightest cause, 
and once broke her thigh from tripping. 
Her daughter, age 914, had her first frac- 
ture at five weeks while being lifted from 
the bath tub. In all, she had eighteen frac- 
tures. The sclerae are blue. A niece of 
patient No. 1, age 13, had her first frac- 
ture at eighteen months of age. She had 
numerous fractures. She also had blue 
sclerae. 


Ryan” reports two cases of osteogenesis 
imperfecta which were treated apparently 
successfully by the administration of thy- 
mus gland by mouth. In one case there 
were blue sclerae, while in the other there 
was no history of sclerotics in the family. 


The father of a family in Oklahoma, 
about whom I have heard but not seen, 
writes me as follows: “In regards to my 
son, his eyes have a bluish cast, vision is 
good, although he has granulated eyelids. 
My other children’s eyes would be called 
blue; however, they all look exactly alike. 
My eyes are blue (I mean the whites). 
My wife is dead. I don’t remember, but 
think her eyes were white. As to relatives, 
I cannot tell you much about them, but 


on his mother’s side they have had quite 
a few broken bones, there being one boy 
who is worse than my son (this son had 
had numerous fractures before he was 9 
years of age). My oldest son was as bad 
as this one, but he is dead and don’t re- 
member about his eyes.” 


This boy has been a patient in one of 
our hospitals on three different occasions 
because of fractures, with a diagnosis of 
fragilitas osseum. 


A letter from Dr. Chas. F. Clayton, of 
Ft. Worth, Texas, as follows: “* * * with 
reference to the case of osteogenesis im- 
perfecta, about which you inquired, this 
child is now in the hospital recovering 
from his forty-second fracture. Neither 
he nor any member of his immediate fam- 
ily have plue sclerae. I am not able to 
determine whether any relatives farther 
back had this condition or not, Another 
cardinal sign of this condition which is 
absent in this case is wormian bodies in 
the skull.” This is probably a sporadic 
case without blue sclera, 


Henderson" reports a case of fragilitas 
osseum about whom he wrote me as fol- 
lows: “We do see blue sclera in fragilitas 
osseum in varying degrees. In the case of 
the patient whom I report in the proceed- 
ings, I did not give a full history, but he 
did have a moderate degree of blueness of 
the sclera.” 

In April of 1933 I saw a little girl, age 
5, who has china blue sclerae. An exam- 
ination of this child showed her vision 
normal, fundi and tension normal. The 
greatest depth of blue was about 1 mm. 
from the limbus. The iris is gray-blue. 
There is no history of fractures or sprains. 
Her brother, age 3, has white sclera and 
brown iris. The mother does not have blue 
sclera. The father has blue sclera (a heav- 
ier shade than that of the daughter) and 
gray-blue iris. The father said that be- 
fore he was twenty years of age he had 
“fractured every bone in his arms and 
legs,” but had had no fractures since that 
time. There are no deformities of either 
limb. He gave as an explanation of the 
fractures that his mother said it was 
caused by giving him so much quinine in 
infancy for malaria. There is no history 
of blue sclerotics insofar as I can deter- 
mine from an examination of the father. 

TREATMENT 

There is no line of treatment which can 
be said to have any great influence on 
fragile bones. Everything has been tried 
with little or no success. Thymus gland, 
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parathyroid, x-ray, diet, calcium glucon- 
ate, calcium lactate, different rays, and 
many, many other drugs, but with no last- 
ing benefit. 


Since the bones may and do fracture 
with the least possible violence, babies 
break their leg or arm turning in their 
crib, or children may break a femur from 
lightly bumping into a chair, preventative 
treatment has done more than anything 
else to care for these patients. It is essen- 
tial that early in life they be taught how 
to care for themselves and thus prevent 
so many fractures. 
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TREATMENT IN POST-OPERATIVE ILEUS* 


GEORGE H. NIEMANN, M.D. 
PONCA CITY 


My purpose in selecting this subject is 
to present to you some of the newer meth- 
ods of treating the post-operative com- 
plications of abdominal surgery and par- 
ticularly intestinal surgery. We need no 
longer have fear in our hearts for post- 
operative ileus. Our patients can be re- 
lieved to a large extent of the dreaded 
post-operative gas pains. In general peri- 
tonitis, we need no longer have a mortal- 
ity of eighty to ninety per cent. This can 
be reduced by at least one-half. 


Recently Rosser stated that 4,000 peo- 
ple in Germany died yearly from post-op- 
erative ileus. Sir Frederick Trevis wrote 
late in the last century that 2,000 people 
died in England every year from this 
cause. It is reasonable to assume that no 
less than 5,000 deaths occur annually in 
the United States from this complication. 


There are several factors in the cause 
of post-operative ileus: First, in elective 


*Read before the Section on Surgery, Forty-sec- 
ond Annual Meeting, Tulsa, 1934. 


cases where no attention has been paid to 
the preoperative care. A little attention 
at this very important time will greatly re- 
duce the percentage of this complication. 
Limiting the diet of the patient before 
operation to carbohydrates with low pro- 
tein intake will aid markedly; this is es- 
pecially true of gall bladder surgery where 
high glycogen reserve is required in the 
liver. Second is the anesthetic. In this 
regard it is well to bear in mind that in- 
halation anesthesia causes a toxic effect 
on the general system. In selecting an an- 
esthetic it is necessary for the surgeon, 
after studying the case, to use his better 
judgment. A great aid in the operative 
technic for the prevention of ileus has 
been developed in recent years by the use 
of spinal anesthesia. The relaxation from 
this renders the operative procedure less 
difficult and minimizes the shock. The 
safety of spinal anesthesia as compared 
with general anesthesia is also highly de- 
sirable; as time has progressed, mortality 
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has been reduced to the minimum. It has 
been truthfully said that spinal anesthesia 
makes a skillful surgeon out of a clumsy 
one. Less trauma is produced; it takes the 
place of one or more assistants. The path- 
ology in the abdomen can be more readily 
located and removed; you can get in quick- 
ly and out quicker, and this, of course, is 
to the best interest of the patient. The 
third cause of ileus is what the surgeon 
does after he opens the abdominal cavity, 
the length of the operation, the amount of 
trauma the intestines have to undergo, and 
the exposure to which the viscera have 
been subjected. Fourth, infection is no 
doubt a common cause and, in my opinion, 
perhaps the most frequent cause of post- 
operative ileus. 


The usually accepted treatment, until 
recently, consisted of enemas, rectal tubes, 
gastric lavage, heat to the abdomen and 
occasionally pituitrin. We treated the 
symptoms; we disregarded the physiolog- 
ical changes which take place in the fluids 
and tissues of the body as a result of the 
obstruction. No wonder our mortality, ac- 
cording to Deaver, Ross, Kirschner, and 
others, remained at the high point of twen- 
ty-five to fifty per cent. 

Most of the articles in our surgical jour- 
nals deal with the modification of older 
methods or with new surgical procedures. 
Patients should be given more time and 
study and pre-operative preparation. If 
we followed a planned physiologic and bi- 
ologic preparation a surgical procedure 
with a high mortality could often be 
changed to one of comparative safety. 
Progress in general surgery will be made 
only when the surgeon realizes and appre- 
ciates the importance of the chemical 
changes which take place in the body as 
a result of damage from surgical inter- 
vention and anesthesia. There will be an 
increasing interest in the cause and pre- 
vention of post-operative complications, 
especially the chemical changes which take 
place in the blood. It will be more fully 
understood that traumatized tissues repair 
more readily when kept at rest. Greater 
attention will be paid to pain and nerv- 
ousness and the importance of maintain- 
ing the acid-base balance in the prevention 
and treatment of disease. Progress in this 
direction has been so rapid that a new 
field may be said to have opened to the 
clinician based on a greater knowledge of 
the chemistry of the body. 


In health the reaction of the blood and 
tissues of the body are preserved at a 
very constant level. Wide variations from 


the normal are incompatible with life. Any 
condition which disturbs the natural phy- 
siological processes of the body will dis- 
turb this physiochemical reaction and pro- 
duce an acid-base imbalance, that is, pro- 
duces either a pathological alkalemia or 
an acidemia. The reaction of any fluid de- 
pends upon the relative number of hydro- 
gen and hydroxy! ions. If there is an ex- 
cess of hydrogen ions, the solution is acid, 
and if the hydroxy! ions are in excess, the 
solution is alkaline. When we use the term 
acidosis, we mean there is an excess of 
the hydrogen or acid ions; in alkalosis, the 
excess is in the hydroxyl] or OH ions. 


Recent work of Dr. Thomas G. Orr and 
his associates has thrown a great light 
toward an intelligent understanding of 
the changes which take place in intestinal 
obstruction, not alone in the bowel but 
throughout the entire body, particularly 
in the blood. Regardless of the original 
cause of the ileus, whether some sort of 
trauma to the bowel or a low grade infec- 
tion, an adynamic condition exists with 
loss of muscle tone and absence of peri- 
stalsis and the bowel in turn becomes dis- 
tended. Even now, the fact that ileus is 
not the cause of death, is not fully appre- 
ciated. We believe, as do others following 
the work of Orr, that death is due to a 
disturbed chemistry. With the develop- 
ment of ileus certain changes take place 
within the body. The first and perhaps 
the most important is the rapid dehydra- 
tion. It is necessary to realize that in the 
normal intestinal tract there is a continu- 
ous process of excretion and a reabsorp- 
tion of fluids. Rountree has tabulated the 
quantity of secretions entering the intes- 
tinal tract in twenty-four hours to be from 
7,500 to 10,00 cc. This is two or three 
times the quantity ingested by mouth and 
three to four times the quantity secreted 
as urine and about twice the total volume 
of blood. It can readily be seen that any 
lesion of the intestinal tract which pre- 
vents reabsorption of such a large quan- 
tity of fluids and elements will result in 
a serious loss of the essential constituents 
of the body. 

Probably the next most important 
change is the loss of chlorides in the body. 
This has been recently proved, as you 
know, by the extensive study of blood 
chemistry in these cases. Hartwell and 
Hauget, in 1912, first noted that the lives 
of animals with intestinal obstruction 
could be prolonged by giving salt solution ; 
they gave credit to the water and over- 
looked the importance of the salt. Sodium 
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chloride is essential in maintaining the 
acid-base balance, in the water distribu- 
tion, in the formation of HC1 in the gas- 
tric secretions and in maintaining muscul- 
ar tone; also, according to Fleming, the 
bactericidal power of the blood is influ- 
enced by the salt content. Life began in 
the sea; the first and most essential ele- 
ments were water and salt; life cannot 
exist without a proper balance of these 
elements. With the two previously men- 
tioned systemic changes in the physiology 
of the blood may be mentioned an increase 
in the non-protein nitrogen. The appre- 
ciation of these facts indicates a specific 
therapy which, when applied, will be a 
great aid to us in the treatment of post- 
operative ileus. 


There is no therapy so logical as that 
which has to do with the substitution in 
the body of elements that are lost by and 
during the course of a disease. In the 
treatment of intestinal obstruction the 
restoration and maintenance of the water 
and salt balance is fundamental. Orr has 
shown that glucose solution or distilled 
water has no effect on the progress of in- 
testinal obstruction so far as the restora- 
tion of water and chemical balance is con- 
cerned. This is also true in post-opera- 
tive ileus. It is reasonable to believe that 
a normal balance of water and salt should 
be maintained. In ileus there is a great 
loss of fluid from the body by vomiting. 
The fluid is secreted in the intestinal tract 
and is regurgitated into the stomach. Due 
to the condition of the intestine, no reab- 
sorption takes place and the stomach be- 
comes distended with fluids which have a 
high chloride content. Vomiting occurs 
with loss from the body of these two essen- 
tial elements. The physiological changes 
which accompany the over-distention of 
the stomach and the small intestine are 
the chief dangers in paralytic ileus. So- 
dium chloride, when given as a hypertonic 
solution, in addition to replacing water 
and salt, stimulates peristalsis and will 
aid in the return of normal tone to the 
bowel. 


Another very important aid which we 
have at our command is the intelligent use 
of morphine. Many believe that morphine 
slows peristalsis; probably the basis of 
this is the fact that in dysentery pare- 
goric is the one drug par excellent. How- 
ever, in this case, the opiate is given per 
orum. Morphine given hypodermically 
does not have this effect; rather, it stim- 
ulates peristalsis. The action of the same 
drugs given per orum or given hypoderm- 





ically may vary greatly. Probably one of 
the best examples of this would be the 
oral administration of magnesium sul- 
phate; in this we have a dehydrating ef- 
fect. However, when this drug is given 
intravenously, we have an entirely differ- 
ent effect; the action is mainly on the cen- 
tral nervous system, antispasmodic, and 
lowers the blood pressure. Many other ex- 
amples to illustrate this point might also 
be given. The patient with ileus is nerv- 
ous, restless, and anxious, and morphine 
is the one drug to relieve these symptoms. 


Another very important aid for the re- 
lief of distention is the use of the indwell- 
ing Rehfuss tube, or duodenal! tube. Mat- 
as, in 1924, made the observation that “by 
draining the stomach the gastric tube acts 
in reality as an artificial anus which emp- 
ties the upper intestine.” Drainage of the 
stomach and duodenum is now recognized 
as an essential part of the treatment of 
abdominal distention. Whether a Rehfuss 
tube or Levine tube is used, is immaterial, 
but in either case it should be passed in- 
to the stomach and left in place as long 
as needed. The stomach should be aspir- 
ated frequently. The patient may be per- 
mitted to drink water ad libitum. Con- 
stant siphonage prevents over-distention 
of the stomach. 


Ileostomy as an additional procedure in 
relieving ileus has little to offer. In a large 
series of cases of intestinal obstruction of 
various groups at Mt. Siani Hospital, New 
York, enterostomy was done in forty-one 
cases of acute mechanical ileus and twen- 
ty-one cases of paralytic ileus. The mor- 
tality following enterostomy in the dynam- 
ic group was 70 per cent and in the ady- 
namic group 80 per cent. This is a fearful 
mortality. 


I have established in my practice, where 
paralytic ileus is present or where I sus- 
pect an ileus may develop, the following 
regime: Enough morphine to keep the pa- 
tient quiet and free from pain. I give, 
within twelve hours after operation, salt 
solution. It is of utmost importance to 
give intravenous solutions very slowly to 
avoid speed shock. Reactions rarely occur 
when intravenous therapy is given slowly. 
For practical purposes, I require at least 
one hour to give 1000 cc. of hypertonic 
salt solution; 500 cc. of 5 per cent in one 
to one and one-half hours; and 200 cc. of 
ten per cent solution in one hour. I find 
that the average case requires 3000 cc. of 
hypertonic solution every 24 hours. If too 
much sodium chloride is given, edema may 
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appear, first in the ankles, later a general 
anasarca may occur. It is better to give 
too much salt than not enough. Where the 
dehydration is not marked and when deal- 
ing with a paralysis of the bowel, less 
water can be given, but the percentage of 
salt should be increased to 10 per cent. 
The advantage of this is to increase the 
tone of the bowel and also to overcome 
hypochloremia. For post-operative gas 
pains 50 cc. of 10 per cent solution given 
with a large syringe will give immediate 
relief. 

The question often arises when to give 
salt solutions and how much salt to give. 
Those of us who are privileged to have a 
laboratory at hand where blood analyses 
may be made, should have this done fre- 
quently. The blood chlorides should be 
kept well within the normal limits. If the 
blood chlorides are up to normal, then 
normal salt solutions can be given. If the 
chloride content of the blood is low, then 
the stronger solutions are indicated. 

SUMMARY 

1. Patients do not die from ileus or as 
a result of absorption of toxins, but they 
die as a result of the chemical changes 
which take place in the blood and tissues 
after ileus develops. 

2. Recovery depends upon a careful 
estimate and correction of the water loss 
and chemical imbalance. 

3. Glucose solution or distilled water 
have no effect upon the progress of intes- 
tinal obstruction as far as restoration of 
water and chemical is concerned. Sodium 
chloride is a necessity in the maintenance 
of chemical balance. 

4. Control of water, chemical, and me- 
tabolic balance, prevention of over-dis- 
tention by the decompression tube, con- 
serving the patient’s strength with mor- 
phine, and stimulation of bowel tone are 
the essential factors used in maintaining 
the patient’s resistance while he is over- 
coming the disease. 

DISCUSSION 

Dr. Kuhn: 1 consider this a very import- 
ant paper. It seems to me that somebody 
should have something important to add 
to this paper. 

Dr. A. C. Hirshfield, Oklahoma City: I 
think this paper is of the utmost import- 
ance. A great deal can be said, but there 
is not much to be added to Dr. Niemann’s 
very thorough discussion of the subject. 
Two thoughts occurred to me about the 
prevention and treatment of ileus. I be- 
lieve that surgeons who operate against 


the clock have more ileus than those who 
do not. In other words, the man who tries 
to make time merely for record has more 
ileus than the man who takes more time 
and works more gently. In other words, 
careful and gentle handling of the intes- 
tines is of more importance to the patient 
than five or ten or fifteen more minutes 
of operative time. I do not mean to take 
half a day for the operation, of course, but 
I do believe that hurrying is responsible 
for a good deal of ileus. So much for that. 
Our use of salt solution post-operatively, 
I think, has gone a long way towards the 
elimination of post-operative ileus. We use 
it routinely almost altogetner, in mild 
cases under the skin, in severe cases in- 
travenously, and in practically all cases 
by rectum as long as it can be used with- 
out discomfort to the patient. In more 
than average distention, I believe that ade- 
quate drainage of the stomach and duo- 
denum by use of the nasal duodenal tube 
will go a long way toward reducing post- 
operative ileus. In fact, since we have 
used this method we have not had to do 
any post-operative enterostomies. 


Dr. Kuhn: I was hoping that someone 
would describe in addition to the drain- 
age tube, the suction method by hypostat- 
ic pressure from the bottle which is a lit- 
tle refinement in continuous drainage. 
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SHOULD COD LIVER OIL BE FLAVORED? 





It is a well-known fact that young infants shy at 
aromatics. Older patients often tire of flavored med- 
ications to the point where the flavoring itself be- 
comes repellant. This is particularly true if the flav- 
oring is of a volatile nature or “repeats” hours after 
being ingested. Physicians have frequently used the 
term “fresh,” “natural,” “sweet,” and “‘nutlike” in 
commenting upon the fine flavor of Mead’s Cod Liv- 
er Oil. They find that most patients prefer an un- 
flavored oil when it is as pure as Mead's. 

Physicians who look with disfavor upon self-med- 
ication by laymen are interested to know that Mead's 
is one Cod Liver Oil that is not advertised to the 
public and that carries no dosage directions on car- 
ton, bottle or circular. Mead Johnson & Company, 
Evansville, Indiana, U. S. A., Pioneers in Vitamin 
Research, will be glad to send samples and literature 
to physicians only. 
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REPORT OF PERSIMMON BEZOARS OCCURRING 
AROUND TULSA, OKLAHOMA* 





H. D. Murpock, M.D. 
TULSA 


The word, bezoar, is derived from the 
Persian compound padiseher, corrupted in- 
to bedzohr, and bezoar. It means antidote, 
or expeller of poisons. It is applied to 
masses found in the intestines and stom- 
achs of men, animals, birds and whales. 
They were known in the 12th century B. 
C., and were officially described and ad- 
mitted to the first London Pharmacopoea. 


Bezoars were worn as amulets by the 
superstitious, who have sometimes pur- 
chased a single one from the East for six 
thousand livres (twelve hundred dollars) 
when very fine, and rented them in Hol- 
land and Portugal occasionally at a ducat 
a day. From the supposed value of bezoars 
in medicine, they were at one time imitat- 
ed and the false ones sold as genuine. 
These suppositious stones were com- 
pounded of lobsters’ claws and oyster 
shells, and formed into balls of the shape 
of bezoars. The stones found in the stom- 
achs of roosters were also given publicity 
as desirable amulets, as they assured the 
possessor health, strength, wealth and 
bravery. 


Oliver Wendell Holmes, in his Medical 
Essays, states: “Governor John Win- 
throp, the first, sends for East-Indian be- 
zoar. Governor Endicott sends him one he 
had of Mr. Hunfrey. I hope it is genuine, 
for they cheated infamously in the matter 
of these concretions.” 


In the inventory of Queen Elizabeth’s 
crown jewels, made at the ascension of 
James I, there is this item: 


“Also one great Bezar stone, set in 
goulde that was Queen Elizabeth’s, with 
some Unicorne’s Horn, in a paper; and 
one other large bezoar stone, broken in 
pieces, delivered to our owne hands, by 
Lord Brooke the two and twentieth day of 
Januarie, one thousand six hundred and 
twenty two.” 


Queen Elizabeth, like most people of her 
time, made no secret of her superstitions, 
for they were the accepted beliefs. To 
- Read before Section on General Bargery. Forty- 
second Annual Meeting Oklahoma State Medical 
Association, Tulsa, May, 1934. 


ward off disease she wore suspended from 
her neck a piece of gold engraved with 
mystical characters and her bezoar stones 
were her infallible antidotes against all 
poisons. It was a very useful medicament 
in those bygone days when the art of 
poisoning was highly developed. In cases 
of suspected poisoning the bezoar was 
swallowed and recovery was assured. If 
the bezoar failed, the explanation was sim- 
ple—the patient died of something else. 


In human beings we find bezoars com- 
posed of hair balls, concretions and veg- 
etable material. Among the concretions 
we have, shellac, bismuth, and salol. Mass- 
es of each of these concretions have been 
found in the intestinal tract. Shellac be- 
zoars are found in the stomachs of paini- 
ers who have been drinking alcoholic so- 
lutions as a stimulating beverage. Bis- 
muth has been found following its use for 
roentgenographic study. One mass, weigh- 
ing 40 grams, of pure bismuth was found 
in the stomach. A mass of crystalized sal- 
ol, 5 centimeters by 3 centimeters, was 
found in the stomach of a Turk. In the 
ease of Margaret Lauer, reported in Good 
Study of Medicine in Boston, 1823, stones 
were formed in great abundance in the 
intestines; upon pressing on the abdomen 
there was a rattling like the sound of a 
bag of marbles. In a horse that had been 
fed largely on bran, a bezoar was found, 
weighing 15 pounds, 2 ounces, and 8 inches 
in diameter. 


A gray, wax-like substance called am- 
bergris is found in the large intestines of 
diseased sperm whales. Some of these 
masses are discharged from the intestines 
and found floating on the water. Amber- 
gris is usually loaded with hard, bony 
fragments of the beaks of cuttle fish, on 
which whales are known to feed. The lar- 
gest single piece of ambergris known to 
whaling annals was found in the interior 
of a whale by Captain James Earle, of 
New Bedford, Mass. It weighed 789 
pounds, and was sold in chunks in various 
markets of the world for $100,000. Am- 
bergris now is worth about $80.00 an 
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ounce. A large quantity was found on the 
California coast this past winter. Am- 
bergris has been used for centuries in the 
sacerdotal rites of the church, and with 
fragrant gums was frequently burned in 
the apartments of royalty. To some extent 
it was employed as a medicine and also 
as a flavoring extract. Nowadays it is 
utilized almost exclusively by perfumers 
in the preparation of fine scents. 


Some madstones are undoubtedly bezo- 
ars. Madstones are vegetable substances 
or stones which when applied to a wound 
caused by the bite of a mad dog are said 
to prevent hydrophobia. Sir Walter Scott, 
in “The Talisman,” mentions one which 
has been religiously preserved as one of 
the most valuable relics of the age. The 
Pall Mall Gazette, of London, in January, 
1874, described a madstone in this fash- 
ion: “Eleven hundred applications of the 
stone have been made to mad-dog and 
snake wounds, without a single failure to 
cure.” 


Bezoars are composed of vegetable ma- 
terials; the stems, skins, fibers, seeds and 
other debris may be included. Quain, in 
1854, reports the first recorded case of 
phytobezoar, a mass composed of string 
and cocoanut fiber. 


Three men, during the late war, ate a 
diet of greens, couch grass, parsley, mal- 
low roots and wild beets; there formed in 
the stomach of each of these men a be- 
zoar which was removed. Pumpkins, rais- 
ins, prunes, celery, persimmons and bran 
are the common cause of bezoars. 


Persimmons are the only cause of be- 
zoars I am able to report around Tulsa. 
Fresh ripe persimmons lend themselves to 
form bezoars, their pulp containing 14% 
gums and pectin. A quantity of fresh per- 
simmons is probably pressed in a mass 
immediately after entering the stomach, 
and this is soon compressed in a solid 
mass, remaining in the stomach until it 
either breaks up or is removed surgically. 
There ought to be many cases annually 
of intestinal disturbances caused by a 
mass of persimmons. 


The persimmon belt extends south from 
Massachusetts, New York, Northern Ohio, 
Indiana, Illinois, and Kansas. Kansas, Ok- 
lahoma and Texas are the western limits 
of the trees. 


Dr. Balfour, Rochester, Minn., in the 
American Journal of Surgery, May, 1929, 
Dr. W. E. Hart, Decatur, IIl., in the Jour- 
nal of American Medical Associatian, 


June, 1923, Good’s Study of Medicine, 
Boston, 1823, all have articles on bezoars. 
There are also many other reports. 


Case No. 1: A man 40 years old, in No- 
vember, 1929, about 11 o’clock at night 
while out coon hunting ate a large quan- 
tity of persimmons. The next day he vom- 
ited occasionally and following this he had 
abdominal pain for two weeks. His stom- 
ach never was normal after eating the 
persimmons and he complained of a 
“drawing” sensation in the stomach. For 
the past three weeks he had many cramp- 
like pains in the upper abdomen, slight re- 
lief was experienced when he ate. He could 
feel a hard movable mass in the region 
of the stomach. He had gained five pounds 
in weight in the last year. I saw him first 
October 20, 1930, eleven months after he 
had eaten the persimmons. This man had 
a firm, non-sensitive, smooth, mobile mass 
about 5 inches long that could be easily 
felt in the region of the stomach. I had 
him x-rayed by Dr. M. B. Lhevine and the 
following is his report: 


“The food passes through the esophagus 
freely. The stomach is large. There is 
visualized a large mass, situated freely 
within the stomach cavity. The mass is 
not attached to the stomach wall. Upon 
ingestation of a small amount of barium. 
the barium spreads over the mass as ‘glaz- 
ing over a cake,’ presenting further evi- 
dence of the mass being free in the stom- 
ach. The stomach wall is movable and pli- 
able with no evidence of any infiltration. 
Upon further ingestion of the barium, it 
passes along the lesser curvature into the 
duodenum with no evidence of any pylo- 
rospasm. The plyorus opens immediately 
into a normal duodenal cap. The x-ray 
film reveals a finger print deformity in 
the central portion of the stomach, be- 
tween two and a half and three inches in 
length. The mass persists in the stomach 
in the subsequent two and a half hour ex- 
amination. The mass is irregular in shape, 
occupying the entire stomach space. The 
seven and the twenty-four hour examina- 
tion reveals nothing abnormal, with the 
exception of a spasticity of the colon. 


“Resume: Because of the mass lying 
free in the stomach, with no evidence of 
any involvement of the stomach wall, and 
because of the definite history given by 
the patient, of eating persimmons some 
months ago, we come to the conclusion that 
this patient suffers from a persimmon 
ball, otherwise known as a phytobezoar.” 


On November 18, 1930 (one year after 
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the original ingestion of persimmons), 
during the meeting of the Oklahoma State 
Medical Association in Tulsa, I removed 
a firm, black, banana-shaped bezoar com- 
posed of persimmon seeds and skins, froin 
the stomach, which measured 22 centi- 
meters long along its greater curvature 
and 1414 centimeters in circumference, 
weighing one pound. The patient had an 
uneventful recovery. 


Case No. 2: Dr. J. B. Lampton and Dr. 
W. P. Longmire report that in the latter 
part of October, 1922, one Sunday after- 
noon, a boy four years old ate persimmons 
and swallowed the seeds. That night he 
suffered much upper abdominal pain and 
began to vomit. Two lumps were located 
in the upper abdomen, apparently in the 
stomach. The vomiting increased and the 
family called in a chiropractor who failed 
to relieve the patient. On Tuesday a gas- 
trotomy was done; in the stomach were 
two masses of persimmon seeds and skins; 
one mass two inches in diameter, cone- 
shaped and tightly wedged in the pylorus; 
a second oval mass three inches in diam- 
eter was present. The patient made an 
uneventful recovery and left the hospital 
on the tenth day. The previous diagnosis 
was intestinal obstruction. 


Case No. 3: Dr. J. C. Lowe reports that 
in the spring of 1920 a boy ten years old 
was brought into the hospital. He com- 
plained of vomiting and epigastric pain; 
he had lost much weight. An x-ray was 
taken and a diagnosis was made of sarco- 
ma of the stomach. The stomach showed 
a filling defect and a mass could be easily 
felt. He was transfused twice, and at the 
operation a mass of persimmon seeds and 
skins measuring three inches long and one 
and a half inches in diameter was re- 
moved. The patient made an uneventful 
recovery. 


Case No. 4: Dr. R. V. Smith reports 
that late in the fall of 1902 he treated a 
boy eight years old who was very ill, had 
abdominal distention, and a palpable, sen- 
sitive mass was in the lower left abdomen, 
which resembled an appendiceal abscess ; 
this proved to be an abscess; it was 
drained, and in it were many persimmon 
seeds and skins. This had evidently been 
a persimmon ball which had disintegrated. 
The patient recovered. 


Case No. 5: Dr. Ross Grosshart reports 
that in the spring of 1913 he saw a man 
22 years old, who had a palpable mass in 
his stomach. He complained of indiges- 
tion. He was x-rayed and a foreign body 


was diagnosed in the stomach. At the op- 
eration a mass of persimmon seeds and 
skins was removed. The mass was oval, 
three inches long and two inches wide. 
The patient had an uneventful recovery. 


Case No. 6: Dr. A. V. Emerson reports 
that in May, 1922, he saw a woman 55 
years old who complained of “colicky” ab- 
dominal pain for the past six months. She 
was taken acutely ill with severe abdom- 
inal pain while riding on a wagon. She 
consulted a doctor who gave her a physic; 
the next day another doctor gave her much 
physic, including croten oil, with no re- 
sults; on the third day she was sent to the 
hospital with a diagnosis of intestinal ob- 
struction. At the operation there was 
found a smooth, hard, oval mass one and 
a half inches in diameter, eight inches 
above the ileocecal valve, containing per- 
simmon seeds and skins, which was re- 
moved. The patient died the next day, as 
the result of intestinal obstruction and too 
much physic. 


Case No. 7: Dr. M. A. Houser reports 
that in 1920 he saw a man 40 years old 
who had been ill four months. He had 
eaten a large quantity of persimmons 
while out hunting. Shortly afterwards he 
had nausea and epigastric pain. A pre- 
operative diagnosis of carcinoma of the 
stomach was made; a palpable tumor could 
be felt in the stomach; no x-ray was tak- 
en. At the operation a mass five inches 
long and two and a half inches in diameter, 
of persimmon seeds and skins was re- 
moved. The patient recovered unevent- 
fully. 


Case No. 8: Dr. A. W. Pigford reports 
that in October, 1929, he saw a woman 61 
years old, who, on October the 24th had 
eaten about twenty-four persimmons and 
that night she began to have a dull epi- 
gastric pain accompanied with nausea and 
salivation. Two days later she consulted 
Dr. Pigford. She had a four-inch palpable 
mass in the region of the stomach which 
apparently extended towards the left hy- 
pochondrium. She improved, but on Oc- 
tober 30th she became worse and was sent 
to the hospital. Her stomach was x-rayed 
by Dr. Leon Stewart who reported the 
presence of a freely movable mass in the 
stomach, which he believed was a phyto- 
bezoar. On November 4th an oval, green, 
firm mass three inches in diameter was 
removed from the stomach, which con- 
tained the remains of persimmons. The 
patient had an uneventful recovery. 


Case No. 9: Dr. D. L. Garrett reports 
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that in 1928 he saw a man 42 years old 
who complained of epigastric discomfort, 
worse one hour after eating. He felt as 
though there was a lump in his stomach, 
and that something seemed to block the 
passage of food. The patient stated that 
he had eaten freely of persimmons while 
hunting. An x-ray revealed a freely mov- 
able mass in the stomach. A diagnosis of 
phytobezoar was made. At operation a 
black, cylindrical mass nine and a half 
centimeters by four and two-tenths centi- 
meters, weighing 68 grams, was removed. 
Patient had an uneventful recovery. This 
case was reported in the Oklahoma Med- 
ical Journal in 1928. 


Case No, 19: Dr. A. D. Davis reports 
that in November, 1907, he saw a man 
who had been horseback riding for several 
hours, and during that time had eaten 
some fresh persimmons. Shortly after this 
he complained of epigastric pain with nau- 
sea; a mass could be easily felt in the re- 
gion of the stomach. His stomach was 
washed out several times; at one of these 
times fragments of persimmons came out. 
The patient became emaciated and on Jan- 
uary 2, 1908, a gastrotomy was done and 
a mass of persimmon seeds and skins two 
and a half inches in diameter and five in- 
ches long was removed from the stomach. 
This case was reported at the Frisco Rail- 
way meeting at that time. The pre-opera- 
tive diagnosis was mass of persimmons in 
the stomach. This diagnosis was, of course, 
made after the washing out of the per- 
simmon seeds at one time. The patient 
made an uneventful recovery. 


Case No. 11: Dr. Ralph A. McGill re- 
ports that in December, 1929, he saw a 
man 55 years old who had gone hunting in 
November, 1929, and had eaten a large 
quantity of persimmons. That night he 
had nausea and epigastric pain and took 
a physic. He was sent to the hospital in 
December, complaining of a fullness in his 
stomach, and he could only eat a smail 
quantity of food; a mass could be easily 
palpated in the region of the stomach, 
which felt about five inches in diameter; 
he was x-rayed at the Morningside Hos- 
pital and a movable mass was easily dem- 
onstrated in the stomach. A diagnosis was 
made of phytobezoars. At the operation 
a mass of dried persimmon seeds and 
skins, five inches long and two and a half 
inches in diameter, was removed. Patient 
had an uneventful recovery. 

Case No. 12: Dr. Ralph A. McGill re- 


ports that in March, 1930, he saw a man 
45 years old who was a painter. He com- 


plained of much abdominal pain, consti- 
pation, nausea and vomiting; had all the 
indications of intestinal obstruction. A 
diagnosis of this was made. On March 
19th, eight inches above the ileocecal valve, 
a moderately firm mass, one and a half 
inches in diameter, was broken up, which 
immediately relieved the obstruction. In 
the stomach was a two-inch, oval mass of 
persimmon seeds and skins, which was re- 
moved. Patient recovered. 


Case No. 13: Dr. Fred Woodson, for- 
merly at the State University Hospital, 
states that on January 16, 1932, a farmer 
28 years old entered the hospital com- 
plaining of pain in the abdomen, with con- 
stipation and vomiting. Forty-five days 
before he had eaten a large number of 
persimmons; the next day he had a burn- 
ing pain in the epigastrium followed by 
pain in the lower abdomen, and later by 
general abdominal pain. He was not con- 
fined to bed, but was never well and only 
worked part of the time. He had been hav- 
ing attacks of pain beginning in the right 
upper quadrant, radiating into the chest 
and down both sides. He had lost forty 
pounds in weight. On January 14th he 
had severe cramping abdominal pain re- 
quiring morphine and chloroform for its 
relief. He soon began vomiting material 
which later became fecal in character. He 
entered the hospital two days later; pa- 
tient was desperately ill; had continuous 
nausea, and at frequent intervals vomited 
large quantities of material with fecal 
odor. The abdomen was markedly dis- 
tended and he was extremely sensitive ov- 
er the entire abdomen, with muscular rig- 
idity. R.B.C. 5,000,000, W.B.C. 7,750, 
Poly’s 92%. At operation on January 17, 
1932, a perforated ulcer in the lesser cur- 
vature of the stomach was found, through 
which much fluid was draining. The ulcer 
was cauterized and sutured; patient was 
drained. He did not do well and died on 
February 2, 1932. A necropsy revealed a 
perforation of the previously repaired gas- 
tric ulcer with general peritonitis. In the 
stomach was a freely movable, black, 
slightly crescent-shaped mass, four and a 
half inches long and two inches in diam- 
eter, which was composed of persimmon 
seeds and skins. This was not noticed dur- 
ing the operation on account of confining 
the surgery to repair of the perforation. 
A diagnosis of persimmon ball accompan- 
ied by some acute lesion in the abdomen, 
had been made before the operation. 


Case No. 14: Dr. James Gilbert saw a 
man who had eaten persimmons in the fall 
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and complained of discomfort in the up- 
per abdomen. He was x-rayed and diag- 
nosis made of a persimmon ball. He was 
operated in February and a four-inch mass 
of the remains of persimmons was re- 
moved from the stomach. He recovered. 


Case No. 15: Dr. James Gilbert reports 
a second case in a man who came into the 
hospital with a diagnosis of intestinal ob- 
struction. Upon operation a small bezoar 
was found eight inches above the ileocecal 
valve. This was crushed by hand, and re- 
lieved the obstruction. From the stomach 
was removed a second persimmon ball 
three inches in diameter. The man recov- 
ered. 


Case No. 16: Dr. W. T. Trainor re- 
ports that in May, 1933, he saw a man 70 
years of age who had taken sick with se- 
vere diarrhea, accompanied with abdom- 
inal pain, nausea and some distention. He 
was sent into the hospital and a one and 
one-half-inch mass of the remains of per- 
simmons was found just above the ileoce- 
cal valve causing an obstruction. The man 
did not recover. 


DISCUSSION: Dr. LeRoy Long, Oklahoma 
City: 


This is an interesting composition by 
Dr. Murdock, and calls attention to the 
disturbances that take place in the gastro- 
intestinal tract due to foreign bedies. | 
think I shall limit my brief remarks to 
foreign bodies in the intestines, although 
the majority of these cases reported, I be- 
lieve, were foreign bodies in the stomach. 
I have not seen any of these cases in my 
own work that I could blame on persim- 
mons. I saw one case in the operating 
room of Dr. Carson of Shawnee about 
eighteen months ago—a young man. I saw 
him when he operated. A mass was re- 
moved from the ileum which produced 
complete obstruction, and Dr. Carson told 
me afterwards that investigation showed 
it was due to persimmons, and he got a 
history of the patient having eaten per- 
simmons. 





I had a peculiar case of foreign body in 
the gastro-intestinal tract in which the pa- 
tient, a young woman, had eaten honey 
with the comb and green corn. That was 
a peculiar mixture but she liked it. When 
I saw her she showed evidence of a com- 
plete intestinal obstruction. A mass made 
up of honey and green corn had accumu- 
lated in the ileum and produced complete 
intestinal obstruction. 


I had another case, an elderly woman, 
who gave a history that indicated incom- 
plete obstruction from the symptoms. Fi- 
nally the symptoms became more pro- 
nounced and when she was brought to the 
hospital she had a complete obstruction. 
When she was operated a mass was found 
made up of homogeneous material, prob- 
ably an accumulation of fecal material, 
that was in the ileum and had blocked it 
completely. There was complete occlusion 
of the ileum and of course complete ob- 
struction. 


I think this paper is important because 
one must keep in mind with symptoms in- 
dicating an intestinal obstruction, that it 
is possible to have such an obstruction 
produced by a foreign body of some kind. 


Just one more remark in connection 
with peculiar cases: I saw a man who was 
dying of intestinal obstruction. The au- 
topsy showed an obstruction of the large 
bowel. He had been in the habit of taking 
bran to get bowel movements. There was 
# carcinoma of the large bowel, and above 
that a plug of bran had accumulated, 
which produced a complete obstruction. 


Dr. J. A. Walker, Shawnee: This espe- 
cial problem is entirely new to me, but 
some years ago I had a condition similar 
to this in a boy. I was called down in the 
south end of the county one night, and I 
went out and found this boy about eleven 
o’clock at night in his home. The abdo- 
men was distended, and he gave a history 
that he was out in a pasture and fell into 
a ditch about ten feet deep, and he got 
out and came home and finished doing up 
the chores, and then got sick. His father 
gave him a couple of C.C. pills and salts, 
etc., and he promptly threw all that up. 
They called me and I took Dr. Baxter with 
me and we landed at the home about elev- 
er o’clock at night, and there was this 
desperately sick boy. They didn’t have any 
light to speak of, but the doctor happened 
to have an acetylene light and when we 
lighted the doctor’s light all the flies with- 
in three hundred miles came into the 
house. We didn’t have anything along to 
smear on the boy’s belly, but we found 
hanging on the wall about an ounce of 
tincture of iodine and we smeared that 
on the boy’s abdomen and anesthetized 
him after telling the father that there was 
nothing to do except operate, and we didn’t 
want to do that. We laid him up on the 
kitchen table and went ahead. Dr. Bax- 
ter said: “Here is our kink,’ and over on 
the right side there was an enlargement 
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and completely obstructed bowel. We 
picked it up, and there was the intestine 
perfectly occluded, about twelve or fifteen 
inches above the ileocecal valve. We got 
that open and there was a rock about as 
big as a golf ball, or maybe a little larger. 
About eight inches above this there was 
another obstruction, and we slipped that 
down to the same hole and dropped it out. 
The boy got well and seems to be well yet. 


Dr. Kuhn: He must have absorbed those 
rocks when he fell in the ditch. 


Dr. Walker: 1 think that fecaliths may- 
be had accumulated in the stomach and 
by this jar they might have gotten away 
and started down the intestinal tract and 
caused obstruction. 


Dr. J. G. Breco, Ada: A number of 
years ago I had a cowboy who had eaten 
a bait of persimmons. He made the rounds 
of about four doctors. They each gave 
him a round of calomel, and it was eight 
days from the time he ate the persimmons 
until his bowels acted. He came to me, 
gave me the history, and I decided it was 
a rectal strangulation. I got him on the 
table and used cocaine and then used my 
fingers. I worked out at least a quart of 
persimmons and persimmon seeds from 
the rectum. He had complete closure, and 
it was eight days after he had eaten the 
persimmons. 


fay 
Vv 





THE PRACTITIONER OF THE FUTURE 

James B. Herrick, Chicago (Journal A. M. A., Sep- 
tember 22, 1934), points out that whether a physician 
is to be successful depends in a measure on his native 
endowment and to some extent on chance. The pos- 
sessor of knowledge, even though it is accurate and 
encyclopedic, is not necessarily a good practitioner. 
The reason may go back to the man’s choice of a 
vocation. Some men are not medically minded. There 
are those who think that success as a practitioner 
will come only if much time is devoted in under- 
graduate and later years to research. Medical re- 
search and practice differ in qualifications of work- 
ers, in objectives and in methods. The aim of re- 
search is to advance knowledge by discovery of the 
new. Practice is the application of knowledge al- 
ready known. Every question of diagnosis is for the 
clinician a research problem. Unless the physician 
is inspired by the activating curiosity to know, to 
find out by close observation, by comparison with 
his own experience and that of others, by use of lab- 
oratory aids or by experiment, he is an inefficient 
practitioner, non-progressive and doomed to failure. 
Too implicit reliance on laboratory examinations may 
cause sound clinical judgment to shrivel up from dis- 
use. Besides, unless there is extreme watchfulness, 
the laboratory may develop the impersonal in the 
doctor at the expense of the personal. The true phy- 
sician must possess a dual personality, the scientific 
toward disease, the human and humane toward the 
patient. . The physician learns by study, he becomes 
proficient by experience. He profits by his own mis- 


takes and those of others. The patient is the most 
valuable textbook for the undergraduate student and 
the graduate doctor. The lower schools, universities 
and professional schools are seriously concerned with 
what is the best preparatory course for the doctor. 
How may fewer but better doctors be trained? If 
good and efficient service is rendered by the ordinary 
practitioner as an individual or as a member of 4 
group there will be fewer quacks, fewer cults, fewer 
semi-charitable organizations supported, or even run, 
by philanthropically minded laymen or recalcitrant 
physicians. The graduate of today, while he may know 
relatively less than the doctor of fifty years ago is, 
absolutely, far better informed than his predecessor 
The practitioner realizes that he must know still more. 
He is eager to learn. The hard work in the local 
society in order to be most effective should be done 
by members and not so much by invited guests. The 
status of the practitioner will be determined largely 
by what he himself does rather than by what is done 
for-him by others. What he gets out of practice will 
be in proportion to what he put in. A result of this 
personal effort on the part of the doctor will be that 
he will become more self confident, will lose some 
of his inferiority complex. His patients will sense 
this and go to him as of old for advice or for treat 
ment. He wil! dare of himself to test a knee jerk, 
to assess at its real value a heart murmur, even to 
tell whether tonsils should come out or stay. He 
may possibly be so thorough as to make a rectal ex 
amination and courageous enough to pass judgment 
on the results, thus depriving the consultant of one 
of his cherished prerogatives and most fruitful sources 
of income. Specialism and research are necessities and 
have come to stay. And so has the practitioner; but 
only when, as, and if, he is qualified. There will 
surely develop in the future a competent practitioner, 
who, with integrity of character, with ideals of med- 
icine as a profession and not a trade, with mind well 
stored with knowledge, with skill to apply this knowl- 
edge in a large proportion of cases of disease, with 
consciousness of his limitations, with readiness and 
ability to advise when and where expert help may be 
obtained, with good judgment and keen powers of 
observation sharpened by experience at the bedside 
and at the necropsy table, is worthy to be the fam- 
ily doctor or adviser, with all the traditional priv- 
ileges and rewards that come from the personal re- 
lation of the old time doctor with the family—es- 
teem and high standing in the community, the con- 
fidence and affection of his patient. 
oO - 
IMMUNIZATION OF SCHOOL CHILDREN 
AGAINST WHOOPING COUGH 


J. M. Frawley, Fresno, Calif. (Journal A. M. A., 
Sept. 29, 1934), has given prophylactic injections of 
8 cc. of active undenatured Haemophilus pertussis to 
a group of 505 nonimmune school children. Injections 
were followed by practically no local or systemic re- 
action. Since vaccination, these children have been 
kept under observation. Forty-nine have been exposed 
to whooping cough without developing symptoms; 
sixteen were exposed at home and thirty-three at 
school. In thirty-one children, whooping cough de- 
veloped. In twenty-five cases the paroxysmal stage 
was of less than one week's duration, in five cases 
of from one to two weeks’ duration and in one case 
of two weeks’ duration or more. As controls, 174 
nonvaccinated children from the same homes and class- 
rooms who had whooping cough during this period 
were classified on the same basis as the vaccinated 
children. The duration of the paroxysmal stage in 
these cases was as follows: In nine cases it was less 
than one week, in forty-nine cases from one week to 
two weeks, and in 116 cases two weeks or more. 
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TRUTH IN MEDICINE 





Legitimate human progress and human 
understanding depend upon the discovery 
and recognition of truth. The quest for 
truth, therefore, commands the attention 
of all who have a desire to go forward and 
upward; of all who wish to be the recipi- 
ents of benefits or who wish to bestow 
benefits upon others. 


The word truth is of Anglo Saxon orig- 
in, and in common usage it is equivalent 
to fact or reality. A counterpart for the 
word used in that sense is found in the 
languages of all peoples—not only civil- 
ized peoples but peoples who have not 
reached that somewhat uncertain sophis- 
ticated state that we call civilization. 


Philosophers speak of logical truth 
which is equivalent to correct perception 
and reasoning, and they speak of ontol- 
ogical, metaphysical or transcendental 
truth, or truth which is external to and 
independent of the perceiving and judg- 
ing mind. As practical members of the 
medical profession, we are interested in 
logical truth, although I would not mini- 
mize the value of an excursion into the 
mysterious field of metaphysics with its 
entrancing problems as good exercise for 
the mind. 


The Hindu conception of truth may be 
summed up in the brief but all-pervading 
expression: “That which is.” From the 
viewpoint of the average human being, 
that is a good definition, provided “that 
which is” comes within the domain of cor- 
rect perception and reasoning. If it does 
not come within that domain, then most 
of us are content to leave the speculations 
incident to it in the hands of the meta- 
physician. 


Some truths are easily recognized by 
the special senses of normal individuals, 
provided the special senses are alert. These 
may be called simple truths, but they 
are none the less important because of 
their simplicity. Strange to say, not- 


withstanding their simplicity, they are 
often overlooked through inattention and 


lack of method and system. For example, 
the color of the hair or of the eyes can 
be so easily ascertained that they may 
be recorded as simple truths, but these 
are not always remembered. Another ex- 
ample of inattention is the frequent in- 
ability of the doctor to recall whether an 
injury or abnormality is on the right hand 
or the left hand or on one foot or the 
other. 


Such failure to recognize simple truths 
would be ludicrous were they not some- 
times very serious. I know of a case where 
a surgeon operated for inguinal hernia on 
the wrong side, and a laryngologist once 
told me that he had done a tonsillectomy 
on the wrong patient. 


In medicine, truth is often complex and 
in order to find it one must find and con- 
sider related truths of greater or lesser 
importance. For example, an individual 
may have complete inability to extend the 
leg at the knee. The informed surgeon 
knows that the lower leg is extended by 
the quadriceps extensor. He reasons, there- 
fore, that there is paralysis of the anter- 
ior crural (or femoral) nerve which sup- 
plies the quadriceps extensor, but he 
would not think of putting that down as 
the diagnosis without knowing why it is 
paralyzed. In order to ascertain the truth, 
he tries to determine whether there has 
been direct damage of the nerve supply; 
whether other nerves are involved ; wheth- 
er there are neurological phenomena that 
would indicate pathology of the spinal 
cord. In this way, only, can the truth be 
found—it is found by correct perception 
and reasoning, and correct perception and 
reasoning in such a case are impossible 
without an accurate knowledge of the 
anatomy and physiology of related struc- 
tures. 


Let us employ another example: A pa- 
tient has a distended abdomen. That there 
is distention of the abdomen is a simple 
truth because it can usually be determined 
by intelligent inspection. But inspection 
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alone does not explain why it is distend- 
ed. The distention may be due to gas in 
the intestinal tract. If it is, percussion of 
the abdomen will give a tympanitic note. 
That is a truth that is not so simple, but it 
is truth, and the proof of it is through 
correct perception and reasoning. 


But let us suppose that the distended 
abdomen is flat on percussion. Then, 
through correct perception and reasoning, 
we know that the distention is not caused 
by gas, but by some pathology that gives 
a flat note on percussion. The next step 
is to determine what is the intra-abodm- 
inal pathology. The abdomen is uniform- 
ly enlarged. Uniform enlargement of the 
abdomen is not common with uncomplicat- 
ed intra-abdominal tumors, and in this 
case there is a succussion wave when the 
abdomen is tapped. That means that there 
is movable fluid inside the abdomen, and 
since there is uniform enlargement, the 
probable truth is that the fluid fills up 
the peritoneal cavity. I say that this is 
a probable truth because sometimes enor- 
mous ovarian cysts may fill the abdominal 
cavity. Then, if the patient is a woman, 
we must try to elicit other truths in con- 
nection with the beginning and clinical 
course. 


If, after investigation, it is decided that 
the enlargement is due to free fluid in the 
peritoneal cavity, we are able to say that 
the patient has an ascites. That is an im- 
portant truth, but it is not the principal 
truth, because no good doctor would think 
of making a diagnosis of ascites and stop 
there. He must take this subordinate truth 
and make of it a stepping stone while he 
continues his search for the predominant 
truth—that is, he must find what is caus- 
ing the ascites. To that end, he considers 
cancer, tuberculosis, cirrhosis of the liv- 
er, diseases of the kidneys, diseases of the 
heart, and in his efforts to solve the prob- 
lem he uncovers truths and endeavors to 
give to each its proper value. 


The ancient philosophers looked at the 
sun in the daytime. It apparently came 
up over the eastern edge of the earth, then 
slowly moved through space and finally 
went out of sight beyond the western edge 
of the earth. They concluded that the sun 
moved and that the earth was stationary, 
but their conclusions were based upon in- 
correct perception and reasoning. They 
thought it was the truth, but it was not the 
truth. 


Copernicus looked at the sun in the day- 
time, and at night he looked at the moon 


and the stars and the milky way. But 
Copernicus did not stop there. He ob- 
served the lengthening days as springtime 
merged into summer, and again the short- 
ening days aS summer gave way to au- 
tumn. He observed the changed relations 
of the bodies in the sky. He observed 
eclipses of the sun and of the moon. He 
collected data. He reasoned and he rea- 
soned correctly, and through correct per- 
ception and reasoning the revolutionary 
Copernican theory of the movement of the 
heavenly bodies was born—the truth was 
found. 


Galileo discovered truth one day when 
he was attracted by the swaying back and 
forth of a chandelier while kneeling in a 
cathedral. He not only perceived the sway- 
ing of the chandelier, but through cor- 
rect reasoning he established important 
truths touching the properties of the pen- 
dulum. 


Through the exercise of correct percep- 
tion and reasoninz, Galileo discovered 
many other impe t-nt truths. Among them 
was the truth w'iich he had proven to his 
own satisfaction, tat the velocity of fall- 
ing bodies of the same density is not 
changed by the size of the body. He made 
an announcement of this truth while he 
was professor of mathematics at the Uni- 
versity of Pisa, and in order to demon- 
strate it to his associates on the faculty he 
carried two cannon balls—one large one 
and one small one—made of the same ma- 
terial, to the top of the leaning tower of 
Pisa. They were dropped from the top 
of the tower at the same instant, and at 
the same instant they—the big cannon ball 
and the little cannon ball—struck the 
ground. That was demonstrable truth, 
but the disgruntled and fanatical follow- 
ers of Aristotle went back to their quar- 
ters, read the old books, and declared that 
it could not be because it was not written 
in the books. 


Not many years ago it was believed that 
malaria was transmitted by a “miasm,” 
but the truth about malaria was ascer- 
tained when Laveran found the parasite 
of malaria in the blood and when Ronald 
toss proved that the parasite was carried 
by the mosquito. 

The failure to recognize truth may be 
due to ignorance, lack of industry, or to 
egotism. 

As indicated above, many of the import- 


ant truths in medicine, as well as in oth- 
er fields of human endeavor, can be dis- 








covered only through broad and compre- 
hensive knowledge as a basis for percep- 
tion and reasoning. This is an acute fact 
in medicine. If the doctor of medicine does 
not have a broad and substantial knowl- 
edge of the fundamentals upon which med- 
icine is based, he is not able to perceive 
and reason correctly, and will not be able. 
therefore, to discover truth. 

My experience and observation lead me 
to the conclusion that there is often fail- 
ure to discover truth because there is lack 
of industry on the part of the doctor. As 
a rule, the problems of the doctor can be 
solved, provided there is a combination of 
adequate knowledge and industry on his 
part. 

On first sight, the statement that egotism 
may be responsible for failure to discov- 
er the truth may appear to be far-fetched, 
but I believe that there are many examples 
which would indicate that the statement 
is true. The individual who believes that 
he is absolute master of his profession; 
the individual who makes diagnoses glibly 
and without any check being placed upon 


him by fellow practitioners; the individ- 
ual who is inordinately proud of his repu- 
tation—all such individuals sometimes do 
foolish and even disastrous things. A 
striking example is that of the famous 
Irish surgeon who, in passing through a 
ward, found a patient with a swelling just 
below the groin. This surgeon was known 
as a keen diagnostician, and he was anx- 
iousto-maintain that reputation. After 
a hasty inspection and palpation, there 
was a diagnosis of abscess. The field was 
quickly prepared, and a _ scalpel was 
plunged into the swelling. There was im- 
mediate hemorrhage that could not be con- 
trolled, and the patient died, because the 
surgeon had mistaken an aneurysm for an 
abscess. He was not an ignorant man, but 
vanity carried him to the point where it 
destroyed his ability to perceive and rea- 
son correctly. 


Truth is important to all human beings, 
and to none is it more important than to 
those who take the problems of life and 
death into-their hands. It is so import- 
ant that all of us should subscribe to the 
statement of Thomas Carlyle in Sartor 
Resartus: “Truth! though the heavens 
crush-me for following her.” 
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COMFORT AND ACUITY OF VISION SHOULD 
BE PROVIDED BY GLASSES 

The eye physician will insist on the use of glasses 
only for those patients who most certainly need them, 
Dr. Hyman Cohen explains in the November Hygeia 
in the chapter of “The Eye Book” which deals with 
eyeglasses 

Glasses should primarily improve the sight; that 
is, they should increase the acuity of vision of those 
who are near-sighted, astigmatic or exceedingly far- 
sighted and of most persons past the age of forty-five. 

It is, however, an equally important but frequently 
neglected point that glasses should make seeing more 
comfortable and eliminate irritation and strain of the 
eyes. 

eA ee oe 
FACTORS THAT INFLUENCE RHEUMATIC DIS- 
EASE IN CHILDREN: BASED ON STUDY 
OF TWELVE HUNDRED RHEU- 
MATIC CHILDREN 

Albert D. Kaiser's, Rochester, N. Y. (Journal A. 
M. A., September 22, 1934), statistical analysis of the 
various manifestations noted in more than 1,000 rheu- 
matic children reveals a variety of clinical symptoms. 
Some children have six or more rheumatic symptom;, 
while others show only a few definite complaints. 
Such rheumatic manifestations as pancarditis and rheu- 
matic nodules denote a serious form of rheumatic in- 
fection, while the complaints of tonsillitis, pallor and 
anorexia may be an indication of less serious rheu- 
matic infection. Pancarditis is the most common ma- 
jor complaint in children stigmatized with rheumatic 
disease. Acute arthritis or rheumatic fever is the sec- 
ond most common rheumatic manifestation. Chorea 
due to a rheumatic infection was found to occur in 
29 per cent of the group. Muscular rheumatism or 
“growing pains,” is a rheumatic manifestation sub- 
jected to much criticism. That such symptoms do oc- 
cur in rheumatic persons is now quite generally rec 
ognized. In the reported group 18 per cent of the 
children gave evidence of chronic pains in the mus- 
cles. Rheumatic pneumonia and rheumatic pleurisy 
are perhaps not always recognized and for that rea- 
son the incidence is low. Erythema nodosum was 
diagnosed it twenty-four cases. Rheumatic nodules 
and purpura were found only a few times. Rheu- 
matic infection occurs at all ages of childhood but 
most frequently between the ages of 8 and 10. It 
occurs most frequently in Rochester during the late 
winter and spring months. No social or economic 
factors play any significant part in the control of this 
disease. Rheumatic infection is essentially a chronic 
disease and tends to recur in more than 50 per cent 
of the cases. Recurrences of the disease are much 
less likely to develop five years or more after the 
initial infection. Rheumatic infection occurs slightly 
more often in children whose tonsils have not been 
removed at the time of the initial attack. The mor- 
tality rate is nearly 50 per cent less in children whose 
tonsils had been removed at the time of the initial 
attack. Recurrent attacks were not lessened in ton- 
sillectomized children or in those who were tonsil- 
lectomized after the initial attack. Hemolytic strep- 
tococcus nucleoprotein skin tests were positive in 75 
per cent of the rheumatic children as compared to 
32 per cent of nonrheumatic children. Tonsillitis or 
sore throat was the preceding infection in 59 per 
cent of the rheumatic children. The most severe cases 
of rheumatic infection followed attacks of tonsillitis 
and dental infections. Respiratory infections are an 
important factor in causing recrudescences of the 
rheumatic phenomena. One may assume the exist- 
ence of some constitutional susceptibility to rheuma- 
tism, but no proof of it is available. 
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EDITORIAL 


HE CHANGED HEARTS AND 
HISTORY 





Though born in Bethlehem, near Jeru- 
salem, the home of Jesus was in Nazareth, 
an insignificant village where only medi- 
ocre people lived. Indeed, Jesus never lost 
the sobriquet of his home town. During 
his ministry he was reminded that he was 
a small-town man; and on his Cross there 
were written these words, in Hebrew, Lat- 
in, and Greek, so that all might read: “Je- 
sus of Nazareth.” He was just a plain 
man from a small town. But he changed 
history! 

The record tells how he grew in wis- 
dom and stature and in favor with God 
and man. He probably never went outside 


the boundaries of Palestine, and learned 
at home and in the temple the religious 
precepts of his race. Certainly he was pro- 
vincial, and when as a young man of twen- 
ty-nine he began his public career, the peo- 
ple had never heard of him. 


His crowning virtue seems to have been 
that he was exactly the kind of man he 
should have been. He lived up fully to his 
possibilities. Every virtue he espoused he 
lived out among his fellow-men in com- 
pleteness and perfection. There was no 
duplicity in his speech or action. He mixed 
alike with the wealthy and the poor, with 
the learned and the ignorant. He was es- 
pecially fond of children, on one occasion 
setting a little child before his hearers, 
saying, “of such is the Kingdom of Heav- 
en.” He was a man who enjoyed society; 
he attended feasts, ate with common peo- 
ple, or with the socially elite, and was a 
man among men. Pious critics called him 
a glutton and a wine-bibber. 

He also loved the out-of-doors, walked 
with his followers in the grain fields, 
chose his illustrations from natural life, 
speaking of lilies, sparrows, sheep, harvest 
fields and storm clouds. He mingled with 
fishermen, and many of his messages 
were given beside the sea. He was wont 
to steal away to enjoy meditation with 
the Father in the quiet stillness of the 
mountain side. Thus his life was well bal- 
anced. He could mix freely and joyously 
with others or could be alone with his 
thoughts, ambitions, and temptations. 

Whatever he taught, he also lived. His 
mind and heart were consumed with only 
a few great themes, which were worth liv- 
ing for and worth dying for. He taught 
that all men should be bound together ia 
a brotherhood of mutual service and help- 
fulness, and that forgiveness is indispen- 
sable for such a brotherhood; because he 
well knew that men never could build a 
better world by holding anger, spite, and 
grudge. He taught that every man had a 
soul, that even the outcasts were worthy 
helping. He taught that goodness did not 
consist in keeping a set of rules, but in 
having the right attitude and spirit to- 
ward God and men. 


Wherever the knowledge of his win- 
some personality and his teachings have 
gone, men’s hearts have been changed and 
conditions improved. In his name colleges, 
hospitals, sanitariums, orphanages, and 
dispensaries have been built. In his name, 
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service has been shown to be the greatest 
thing for which a man can spend his life. 


We celebrate his birthday with a fes- 
tival we call Christmas. In his name we 
give gifts, sing carols, and extend the doc- 
trines of peace and good-will. Because his 
spirit lives in our hearts, and because we 
see life, though dimly, as he saw it, he, 
through us, still changes history. 


Qe 
Vv 


SUMMARY OF COMPULSORY SICK- 
NESS INSURANCE PLAN IN GER- 
MANY, GREAT BRITAIN AND 
FRANCE* 








(Continued from November Journal) 


The report of the International Labor 
office on compulsory sickness insurance 
(page 173) commences its chapter on 
“Condition of Benefits” with the follow- 
ing significant statement: “The object of 
sickness insurance benefit is to compen- 
sate, at least in part, for the loss of in- 
come suffered by an insured person ow- 
ing to the incapacity to work, produced 
by sickness.” 


As to the service rendered by the med- 
ical profession in the United States, ev- 
erybody agrees that it at least compares 
favorably with that offered in other coun- 
tries. Certainly laboratory procedures, 
such as roentgenray diagnostic proced- 
ures, are much more highly developed and 
readily available in this country. The ques- 
tion of whether the people are able to pay 
for such service may be debatable, but 
surely there is no lack of such service. 
Neither can it be denied that the Amer- 
ican physician has contributed his share 
toward the development of newer meth- 
ods and betterment of medical practice. 


If this be so, then all one can say is that 
the entire movement (except for the two 
premises conceded) is unmoral. A move- 
ment by people who are balked by an eco- 
nomic system in their efforts to raise 
wages, who then merely turn to an indi- 
rect method of raising wages, disregard- 
ing the many consequences of their act, 
such as a thorough dislocation of the med- 
ical profession, destroying traditions of 
the profession, subjecting the medical pro- 
fession to the evils of economic strife and 
barter, cannot be called service. It is ad- 
mitted by all, even the advocates, that 
such are the results. “In Germany,” de- 
clare Simon and Sinai,” “the battle be- 
tween the societies and the medical pro- 


~ *From report of Pennsylvania Committee pub- 
i 





lished in annual bulletin. 
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fession has been practically continuous for 
fifty years and shows few signs of ces- 
sation.” 


The experience of the British medical 
profession has not been any better. In 
spite of the rather authentic reports that 
the English medical profession is now in 
favor of sickness insurance, a perusal of 
the British medical journals makes one 
sick at heart to see what has become of 
professional medicine over there. There 
is haggling of the worst sort going on, and 
the time of physicians as well as others is 
just being wasted. Reports of complaints 
of trivial nature, such as a doctor signing 
certificates for a poor chronic invalid 
without seeing the patients as he should 
have, can be read almost any week. It is 
such “ponderous questions” that are dis- 
cussed by full sized committees. All that 
this tends to do is to lower standards and 
reduce the doctor to a mere worker, high 
grade, to be sure, but still a worker, who 
is buffeted and tossed about by new forces 
released by a set of inspectors, supervis- 
ors, and whatnot. 


Were all this done for a true social gain, 
be it ever so small, this sacrifice might 
be justified, but all that is attempted, as 
testified to by the very advocates of the 
plan, is to raise wages indirectly, and it 
is quite problematical whether even this is 
accomplished. Such a procedure, namely, 
hiding the real objective, and talking 
about beneficial results to the community, 
which, they themselves admit, do not ma- 
terialize, is certainly high-geared propa- 
ganda. 


Does the worker who is compulsorily in- 
sured lose anything by this arrangement, 
is another question that needs an answer. 
Fair-minded students of the subject think 
that there is some lessening of the stan- 
dard of medica! practice, although it must 
be admitted that there are equally as many 
who claim improvement instead of dete- 
rioration of medical practice. 

There is, however, another feature 
which deserves a great deal of discussion, 
namely, the psychologic effect on the 
worker. Lockhart,” who is apparently 
strongly in favor of health insurance, and 
a member of the British Industrial Health 
Research Board, quotes Smith and Green- 
wood to the effect that “the amount of 
sick absence in any organization is af- 
fected profoundly by conditions not of 
physical but of emotional environment.” 
Further on Lockhart says: “I would go so 
far as to assert that well over half the 
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time lost among the insured population 
due to ill-health is psychoneurotic.” He 
emphasizes that he is not referring to ill- 
ness, but to loss of time. 


If this be so, it is certainly a serious 
drawback to the insurable population. 
They pay a high price for the pittance that 
they receive. It is not only the time that 
is lost, but it is the lessening of the morale 
of the population, the cultivating of the 
habit of leaning too much on someone else, 
and getting away from the ability of one’s 
own difficulties, a trait that is absolutely 
essential to make a success of life. 


We realize that the advocates of insur- 
ance on reading the above statement will 
raise the cry that this is a new way 
of pleading for what is contemptuous- 
ly called “rugged individualism.” But 
whether rugged individualism in industry 
is desirable or not, it certainly is a most 
essential requisite for the individual in 
making adjustment to his environment. It 
is quite obvious that leaning on someone, 
in this case the insurance fund, reacts 
badly on the personality. 


The advocates of socialized medicine 
seem to think, or rather so they state, that 
the only thing necessary to overcome this 
bad effect is to divorce cash benefits from 
the medical service benefits, and they 
point to England’s experience with the 
problem of “malingering”’.* 


In England the Funds themselves se- 
lected medical inspectors, and it is claimed 
that the cases that hung on too long were 
reduced promptly to about one-half. Be 
that as it may, it does not dispose of the 
problem of psychoneurosis and its role in 
such a scheme. The verv fact that the 
number of days of sickness in all coun- 
tries in which sickness insurance is in 
force has increased so markedly speaks 
for the fact that psychoneurosis is precip- 
itated by the insurance factor. 


The separation of cash benefits merely 
shifts the issue to other grounds, and ail 
it probably will do eventually is to bring 
about strife and misunderstanding be- 
tween the doctors of the insured on the 
one hand, and the medical inspectors on 
the other hand. This strife is bound to de- 
velop because the former applies the clin- 








*The writer feels that the term “malingering” is 
unfortunate. This does not cover all or even a 
large part of the cases of which Lockhart speaks. 
Rather, it is the psychoneurotic situation which is 


released -by this arrangement, and not malinger- 
ing. Malingering as such is rather rare. 


ical test to the sickness problem, and the 
latter is bound to develop the so-called in- 
surance point of view. 


We have many examples in this coun- 
try, such as the compensation law cases, 
the veterans’ bureau cases, and finally the 
disability cases. In all of these, sharp di- 
vision of opinion among doctors has de- 
veloped as a result of the differing points 
of view. We do not mean to convey the 
impression that this is due to dishonesty 
on the part of either party; rather, it is 
due to approaching the problem each from 
different angle. This possibility, to our 
mind, constitutes one of the most serious 
problems of sickness insurance, if for no 
other reason than our account of the vast 
number of insurable workers involved. 


This problem deserves a much length- 
ier discussion, but owing to the nature of 
this report must be curtailed. 


What are the effects on the medical pro- 
fession? 


It may be readily admitted that the in- 
come of the doctor is apt to improve, for 
the reason that he receives a more stable 
income from that part of the population 
which under the present system contrib- 
utes very little to the physician’s income. 
But doctors traditionally have not taken 
their own personal interests into consid- 
eration as a decisive factor, nor has it 
played a role in determining their stand 
in such matters. 


On the other hand, the doctor’s free- 
dom of action is curtailed. It seems to us 
that no matter how we may insist on the 
elimination of a third party in the scheme 
of things, such cannot be avoided. It is 
in the very nature of the set-up to have 
a third party under one guise or another. 
The funds must be administered, and this 
means lay officers, committees, arbitra- 
tion boards, visitors, and whatnot. In ad- 
dition, there is the commercial spirit that 
is bound to creep in once an administra- 
tion is set up. They immediately become 


‘a bureaucratic class with the narrow 


class psychology. It is inevitable that they 
should want to succeed, and little by lit- 
tle they develop a standpoint which is di- 
ametrically opposite to the medical point 
of view. 

Even the so-called ideal French plan in 
a comparatively short time of operation 
—two years—has already brought this 
out. Hillaire’ says: “A study of the pro- 
fessional medical journals certainly does 
not indicate a hymn of praise for sickness 
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insurance. Fatigue from filling out the 
multiple reports; indirect but real fric- 
tion with the personnel managing the so- 
cieties; irritation of somewhat unjustifi- 
able criticisms and suspicions; in brief, the 
interference between their patients and 
themselves by the undesirable third par- 
ty, even though there be no payment by 
the third party, although there is a reim- 
bursement, and sometimes also a critical 
and hostile third party.” 


It is doubtful if even under the ideal 
set-up of the Michigan plan this difficulty 
can be avoided altogether. But since this 
plan is not yet in operation it is idle to 
speculate on this point. 


To summarize this point rather briefly, 
it is our feeling that the insurance fea- 
ture inevitably emphasizes the business 
side of the practice of medicine, and the 
sad part is that under the system it is un- 
avoidable. 


We have already referred to indignities 
and humiliations experienced by the phy- 
sicians and the representatives of physi- 
cians in their dealings with representa- 
tives of other groups. The bickering over 
trivial matters, the constant criticism of 
lay personnel in matters of which they 
cannot possibly have any knowledge, ir- 
ritates physicians, and sooner or later the 
very spirit of the profession is bound to 
be crushed, and instead of the traditional 
attitude of a noble profession there will 
develop a cynical, commercial attitute on 
the part of at least a majority of the pro- 
fession. 


One has but to follow the news in Brit- 
ish journals from week to week about the 
clashes that take place, and this, after 22 
years of operation of the law. In Ger- 
many, the profession did not cease fight- 
ing throughout the fifty years of the ex- 
istence of the law. In France, the profes- 
sion, forewarned by the happenings in 
other countries, has battled courageously 
and obtained a law which in a measure 
preserved a semblance of professional re- 
lationship. In less than two years, as re- 
ports indicate, the Funds little by little 
are commencing to undermine the entire 
structure, and sooner or later the profes- 
sion there will lose heart and give up the 
fight. 

There is still another phase of the ques- 
tion which deserves the attention of the 
profession, namely, the danger of lay 


people and borderline semi-professional 
groups meddling in medical matters. 
These groups, as soon as they learn a few 
scientific terms, get the notion that med- 
icine is an open book to them, and that 
they are authorities on the subject. Read- 
ing of the writings of all these advocates 
of this reform are sufficient to bring this 
point out. 


Rubinow,’ one of the better informed in 
such matters, bases a great deal of his 
argument for socialized medicine on a sam- 
ple case: A Mrs. C., one of the “neediest 
cases,”” which the NEW YORK TIMES 
used to arouse sympathy and get contrib- 
utions for its Christmas fund. While 
it is true that he used it as an example, 
we must remind him and the others that 
at least as far as the requisite medical 
service in the case was concerned Mrs. 
C. certainly would have had no trouble in 
obtaining it. It is strange that in the face 
of experience in other countries Rubin- 
ow,” in discussing the proposal for social- 
ized medicine that was worked out by the 
American Association for Labor Legisla- 
tion, says: “It is safe to assume that had 
the proposed system been enacted into law 
20 years ago, we might have been deal- 
ing today with a VERY DIFFERENT 
WORLD (capitals ours) with a very 
much different picture of poverty and ill- 
health.” 


In truth, is not this a bit of wishful 
thinking? May we ask, why did not these 
much to be desired improvements occur in 
Germany, Great Britain and other coun- 
tries? We have shown previously that it 
is universally accepted that health has not 
improved any in these countries, and that 
conversely we have not suffered by com- 
parison in the United States. The diffi- 
culty is that most of these well-meaning 
people do not think the problem through. 
They are so set on boosting their pet the- 
ories that precious results unfavorable to 
them are brushed aside altogether. 
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Editorial Notes — Personal and General 











DR. D. G. WILLARD, Norman, is reported ill at 
his home. 





DR. and MRS. F. P. von KELLER, Ardmore, have 
returned from San Antonio where Dr. von Keller at- 
tended the Southern Medical Association meeting. 





DR. and MRS. E. E. LAWSON, Medford, have re- 
turned from Old Mexico, after attending the meeting 
of the Southern Medical Association at San Antonio. 


DR. and MRS. J. A. MUNN, McAlester, have re- 
turned from Philadelphia where Dr. Munn attended 
the Inter-State Post Graduate Medical Association of 
North America. 





DR. E. K. WITCHER, who, because of illness was 
compelled to give up his work last year, has returned 
to Tulsa and opened his office in the Medical Arts 
Building. Before returning Dr. Witcher spent sev- 
eral weeks in Chicago doing post graduate work. 


APPLICATION BLANKS are now available for 
space in the Scientific Exhibit at the Atlantic City 
Session of the American Medical Association, June 
10-14, 1935. The Committee on Scientific Exhibit 
requires that all applications be filled out on the 
regular form and requests that this be done as early 
as convenient. Applications close February 25, 1935. 


Persons desiring application blanks should address 
a request to the Director, Scientific Exhibit, American 
Medical Association, 535 North Dearborn Street, Chi- 
cago, Illinois 
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News of the County Medical Societies 








JEFFERSON County Medical Society met Novem- 
ber Sth at Waurika. “Rheumatic Fever” was dis- 
cussed by Dr. W. C. Burgess, Ringling, and “Urin- 
ary Analysis” by Dr. L. L. Wade, Ryan. A round- 
table discussion followed these two talks. 


OKFUSKEE-OKMULGEE County Medical Societies 
met November 19th at Okemah and presented the 
following program: 

“Phases of Anemia’—Hugh Jeter, Oklahoma City. 

“Diseases of the Chest"—L. J. Moorman, Oklaho- 
ma City. 

BRYAN County Medical Society held its regular 
meeting with Dr. B. B. Coker, Coker Hospital, at 
Durant, November 12th. The following subjects were 
presented and discussed: 

“Useful Drugs in the Treatment of Heart Dis- 
ease”—C. D. Strother, Sherman, Texas. Discussion— 
D. C. Dunham, Sulphur. 

“Common Auo-Rectal Diseases’—Raymond L. Mur- 
doch, Oklahoma City. Discussion—By every doctor 
present. 





SOUTHEASTERN Oklahoma Medical Association 
held their twenty-sixth semi-annual session December 
6th, at McAlester. All sessions were held at the Ok- 
lahoma .state penitentiary. The following program 
was presented: 


“A New and Successful Method of Reducing 
High Blood Pressure’—John C. Marshall, Checo- 
tah. 

“Treatment of Lobar Pneumonia”"—Wm. L. Ship- 
pey, Wister. 

“Intravenous Administration of Hydrochloric 

Acid” —D. E. Little, Eufaula. 

“Interesting Points in Routine Radiology’—James 
C. Johnson, McAlester. 

‘Typhoid Fever in Children"—J. H. Veazey, Ma- 
dill. 

“Skeletal Traction in Fractures of the Thigh and 
Leg’—L. S. Willour, McAlester. 

“Practical Demonstration of the Anesthetic Evi- 
pal’—J. A. Munn, McAlester. 

Clinic, Demonstrating the New General Anes- 
thetic Evipal—J. F. Park, McAlester; J. A. Munn, 
McAlester. 

SOUTHERN Oklahoma Medical Association held 
their twenty-fifth quarterly session December 4th, at 
Ardmore. A six-o'clock dinner was served after which 
the following program was presented: 

“Phermic Fever, Illustrated With a Case of Pachy- 
meningitis Hemorrhagica Interna’—D. C. Enloe, Sher- 
man, Texas. Discussion—J. H. Holland, Madill; D. 
Long, Duncan. 

“Cholelithiasis and Cholecystitis’ —W. H. Liver- 
more, Chickasha. Discussion—G. L. Johnson, Pauls 
Valley; F. P. von Keller, Ardmore. 

Dermatological Manifestations of Syphilis’—Dar- 
rell Duncan, Oklahoma City. Discussion—Chas. Ray- 
burn, Norman; C. A. Johnson, Wilson. 

Undulant Fever—Symptoms’—F. Y. S. Moore 
Discussion of Treatment—Lea A. Riely, Oklahoma 
City. 

Medical Ethics—Louis H. Ritzhaupt, Guthrie 

‘Talipes-Equinovarus—Treatment From Infancy to 
Thirty Years’—Wade Sisler, Tulsa. Discussion—W 
J. Weedn, Duncan. 

Trans-Urethral Prostatectomy”’—I. A. Fulsom, 
Baylor Hospital, Dallas. Discussion—A. R. Suggs, 
Ada; R. C. Sullivan, Ardmore. 

“Tuberculosis,” with Lantern Slides—Floyd Moor- 
man, Oklahoma City. Discussion—F. E. Sadler, Sul- 
phur; R. M. Burke, Sulphur. 
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DOCTOR LLOYD MELVILLE SACKETT 


Dr. L. M. Sackett, Oklahoma City physician 
for twenty-five years, died November 12th, aft- 
er a week's illness. Dr. Sackett was 54 years 
old. 


Born in 1880, graduating, Illinois, 1903. Aft- 
er studying at the Polyclinic College, New York 
City, Dr. Sackett began his practice in Wilbur- 
ton in 1905. Shortly after coming to Oklahoma 
City in 1909 he became staff physician at Wes- 
ley Hospital; for seven years he was assist- 
ant professor of gynecology at the University 
of Oklahoma School of Medicine. 


Dr. Sackett was a member of the Masonic 
lodge, the American Legion and was affiliated 
with Alpha Kappa Kappa medical fraternity 


He is survived by his wife, one daughter and 
a brother. 
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DOCTOR J. L. MOYSE 


Dr. J. L. Moyse, City Health Officer of 
Okemah, Okfuskee County, passed away at 4:05 
o'clock Monday morning, October 22nd, at his 
home in Castle, following a brief illness from 
coronary sclerosis. He is survived by his wid- 
ow, four daughters and a son. 


Dr. Moyse was born in Greenville, Missis- 
sippi. He was a graduate of Rush Medical Col- 
lege in Chicago and came to Indian Territocy 
to practice after finishing school. He served 
as a private in the Spanish American War, and 
in the Medical Corps during the World War. 


Dr. Moyse was a member of the Okfuskee 
County Medical Society and Oklahoma State 
Medical Society. 


Funeral services were held at the First 
Christian Church, Okemah, Okla., Tuesday, Oc- 
tober 23rd, with his former pastor, Reverend 
Homer Haislip, Russellville, Arkansas, officiat- 
ing. At Highland Cemetery, in Okemah, the 
Spanish American War Veterans, of which Dr. 
Moyse was Commander; the American Legion, 
and National Guard carried out the military 
services. 
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ATTENTION! 





Your attention is particularly called to the adver- 
tisement of the Lumbermen’s Mutual Casualty Com- 
pany on page 12 of this issue of the Journal. Their 
advertised rates are much lower than other companies 
doing business in the state at this time, and careful 
investigation of this company shows them to be ab- 
solutely responsible. We feel that in bringing this 
advertisement to your attention we are rendering a 
good service to our membership. 
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NEURITIS 


Stanley Cobb and Howard C. Coggeshall, Boston 
(Journal A. M. A., November 24, 1934), state that 
the group of diseases caused by viruses is becoming 
rapidly larger as the problem is better understood, 
but knowledge is still rudimentary in this field. Many 
of these diseases may be accompanied by peripheral 
neuritis, usually as a late complication; but when 
the virus attacks the spinal cord and nerves primar- 
ily the opposite is true. For example, the tenderness 
of the muscles in the early stages of acute anterior 
poliomyelitis is probably due to the beginning of de- 
generation of the neuron including the axon; thus, 
pathologically speaking, there is a neuritis. The acute 
infectious or acute febrile type of polyneuritis is be- 
coming a well recognized entity. There is evidence 
that this is due to a virus, probably specific, but as 
yet unknown. A long list may be made of infec- 
tious diseases known to be complicated by poly- 
neuritis. The obvious inference is that absorption of 
the toxins formed by the invading organism causes 
the neuritis. The reasoning, however, does not hold, 
for neuritis is usually a rare complication of these 
diseases, and other factors must be evoked in order 
to explain the occurrence. Of course the neuritis fol- 
lowing “serum sickness” is the best evidence avail- 
able that bacterial toxins cause neuritis. In typhoid 
and other prolonged fevers, vitamin deficiency must 
be considered as a possible etiology. In diseases that 


may be due to pyogenic organisms the neuritis rarely 
develops early in the course of the illness. Generally 
it is late, when the infection has become chronic, 
and then abscess formation with absorption from a 
chronic focus must be looked for and treated. A 
chronic neuritis, especially if accompanied by arth- 
ritis and myositis, may well be due to focal infec- 
tion of this sort; infections of tonsils, teeth or gall- 
bladder may be implicated. A mild neuritis is often 
overlooked when it occurs with a conspicuous arth- 
ritis. Not infrequently acute infection acts as a pre- 
cipitating factor in neuritis owing to deficiency of 
vitamins; especially in children the acidosis result- 
ing from fever may determine the onset of lead paraly- 
sis. Many polyneuritis syndromes are merely clinical 
variations of one etiologic group. The neuritis of 
diabetes may perhaps be caused or precipitated by 
the dietary restrictions imposed on the patient. Little 
is known of the syndromes known as “recurrent’’ and 
“chronic progressive neuritis,” but the descriptions 
suggest an etiology based on vitamin deficiency. The 
neuritides associated with myxedema and hematopor- 
phyrinuria apparently have a metabolic origin. The 
neuritis caused by lead and by arsenic is well known. 
Modern industry has increased the hazard to which 
workers are exposed. Eighteen substances are said 
to cause polyneuritis. The extraordinary specificity 
of some of these substances is emphasized; certain of 
them always appear to attack one special pair or 
group of nerves. Ethyl alcohol is not a neuritic poison 
but, when taken as a beverage, either causes dietary 
deficiency and hence beriberi or causes neuritis be- 
cause of impurities. The local neuritides caused by 
pressure and trauma are largely surgical problems. 
Local edemia and fibrosis are common etiologic fac- 
tors often overlooked. The local neuritides caused 
by infectious organisms and their toxins are rare ex- 
cept in the case of diphtheria. 


o——— —-- 


EPIDEMICS OF INFLUENZA AND GRIP HAVE 
MADE PUBLIC “SINUS CONSCIOUS” 





Today the public is “sinus conscious,” and sinus 
inflammation is much more common than ever be- 
fore in the world’s history. The devastating epidemic 
of grip and influenza that have occurred periodically 
since 1918 are largely responsible for this condition, 
according to Dr. Walter A. Wells, who answers the 
question, “What Is Sinus Trouble?” in the October 
Hygeia. 


Every head cold is complicated with some conges- 
tion of the nasal sinuses, and if a simple cold does 
not clear up in five or six days, it is probable that 
there is inflammation in one or more of the sinuses. 
The important thing is that the germ laden secretion 
should not be left locked up in the sinus interior 
too long; delay in consulting a physician may result 
in serious Consequences. 


Another characteristic of sinus trouble is that an 
already chronically inflamed sinus is apparently al- 
ways awaiting another chance to worry its victim. 
A sinus cavity once attacked by germ life is more 
liable after the attack to be inflamed in the same 
way again, and every time a patient has an attack, 
he is that much weaker to withstand another on- 
slaught. 


The same methods that build up resistance to colds 
will do much to prevent sinus trouble. But even 
though a person is careful about fresh air, exercise 
and diet, colds, grip and influenza may be contracted 
in crowds. Even then the secondary infection of the 
sinus may be prevented, but if all ‘efforts fail, the 
physician should be consulted at once if one does not 
wish to become a chronic sinus sufferer. 
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Painful Heels Among Children (Apophysitis). Henry 
W. Meyerding and Walter G. Stuck. J. Am. Med. 
Ass'n, CII, 1658, May 19, 1934. 


Since the discovery of roentgenrays, a number of 
clinical syndromes have been shown to be specific 
diseases. The pathological physiology of the bone 
as shown. by the roentgenograms has given an un- 
derstanding of the disease process in Osgood-Schlat- 
ter disease, Kohler'’s disease, Legg-Perthes disease, 
Buchmann’s disease, and Freiberg's disease. The roent- 
genogram has made it apparent that there are marked 
similarities in the general pattern in these diseases. 


A seemingly uncommon epiphyseal involvement ‘s 
calcaneal apophysitis, as to date only forty cases have 
been reported in the literature. Only twenty-one 
have been seen in the Mayo Clinic—in two girls and 
nineteen boys. The age range was from seven and 
one-half to seventeen years; the average age was ten 
and two-tenths years. There was bilateral involve- 
ment in fourteen cases. 


The apophysis is both a pressure and a traction 
epiphysis. It is subject to direct trauma as well as 
to a constant lateral pull from the attached muscles. 


The condition is seen most commonly in vigorous 
boys between the ages of eight and twelve. A his- 
tory of trauma may be obtained. The condition is 
usually bilateral. On examination, the heels are found 
to be tender posteriorly and there may be some Jat- 
eral thickening at the insertion of the tendoachillis. 
Often the children are overweight or present some 
gross evidence of glandular disturbance. 


The characteristic feature is the change noted on 
roentgenographic examination. In the lateral view, 
the apophysis is seen to be fluffy, moth-eaten, some- 
what flattened, or partially fragmented, according to 
the stage of the disease. All of the pathological 
changes are dependent directly or indirectly on the 
disturbance in circulation. Since the apophysis ap- 
pears late in the tenth year and unites at the age of 
seventeen, the disease is confined to this short period. 


Treatment is palliative and extremely simple and 
consists of the application of local heat and massage 
during the acute stage. The heels are elevated to re- 
lieve the tension on the gastrocnemius muscle. In se- 
vere and resistant cases, immobilization in plaster 
may be necessary. 


It is common for such a process to take place in 
the heels of healthy children, but the symptoms are 
often so mild that no roentgenographic examination 
is made; hence, the diagnosis is not absolute. Due 
to the above facts, it is concluded that the disease is 
not an unusual one, but passes undiagnosed because 
of the mildness of the symptoms and because roent- 
genograms are not taken. 


Late Results of the Lavall Operation and the Bone- 


Peg-Insertion Operation. N. I. Blinov. Orthopaedia 
i Travmatologia, IV, 1, 1933. 


A thorough study of the Russian and foreign lit- 
erature shows that the late results of these opera- 
tions in tuberculous joints are less favorable than has 
been reported. The personal observation of the au- 
thor prompts the following conclusions: 


The autoplastic transplantation of a bone peg in 
tuberculous joints does not alter the development of 
the disease. In the majority of cases, a temporary 
subjective improvement has been noticed. The pres- 
ence of the bone peg does not improve the atrophy 
of bone. The introduction of a bone peg can be jus- 
tified in old tuberculous processes, but in these cases 
there are better methods of producing an ankylosis 
of the joints. 


The Clinical and Roentgenographic Interpretation of 
Lumbosacral Anomalies. Albert B. Ferguson. Ra- 
diology, XXII, May, 1934. 


Lumbosacral anomalies produce symptoms only 
through faulty mechanics. Faulty support or faulty 
relationship produces abnormal stresses or pressures. 
Whether an anomaly is due to faulty support or to 
faulty relationship, its mechanical weakness can be 
compensated by muscles and ligaments. As long as 
these soft tissues are of sufficient strength and tone 
to meet the conditions without fatigue, there are no 
symptoms—the patient is compensated. 


Muscles and ligaments that are thus occupied in 
supporting or protecting the lumbo-sacral area have 
less than normal capacity for meeting extraneous 
loads or stresses, as a certain portion of their total 
capacity is already in use. Hence these tissues are 
more liable to be exceeded, in which event the pa- 
tient is decompensated and must be relieved by rest 
in order that these injured tissues may recover and 
regain a state of compensation. 


Decompensation occurs in several ways, which the 
author discusses in detail. 


The conception of compensation and decompensa- 
tion which has been stated points the way for the 
treatment or prophylaxis of these conditions. For 
mild cases it is essential to build up muscle tone and 
power sufficiently to meet the stresses—that is, to 
keep the patient compensated 


The fusion operation, to eliminate motion and pro- 
vide stability, is indicated when the attacks become 
so frequent and so severe that it becomes worth while 
for the patient to give up the time necessary for the 
operation in order to put an end to the attacks. 


Many individuals have chronic arthritis in the spine 
as well as lumbosacral anomaly. Such cases are not 
favorable for surgery, as complete relief cannot be 
expected, due to the arthritis in areas which are not 
fused. 


There is no positive differentiation by physical ex- 
amination between lumbosacral anomalies and so- 
called sacro-iliac strain. The results of surgical treat- 
ment indicate that, when there is no definite sacro- 
iliac abnormality visible in the roentgenogram, the 
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lumbosacral area, rather than the sacro-iliac joints, 
must be suspected as the source of symptoms. 


Our spines were developed for the four-footed po- 
sition and are not yet adapted to the erect position, 
so that mechanical weakness at the lumbosacral area 
is usual rather than exceptional. We must consider 
the lumbosacral area not as normal or abnormal, but 
as méchanically sound or mechanically unsound. Sta- 
bility, or sound mechanics, at the lumbosacral area 
depends in a great degree on the articulations of the 
lumbosacral arch. Considered mechanically, probably 
the worst type of facets are those which are asym- 
metrical. 


The fifth lumbar vertebra may be displaced an- 
teriorly on the sacrum. Although attacks of severe 
pain may be due to increase of displacement, most 
of them are due to strains which occur because of 
the’ mectranical weakness. 


Posterior displacement of the fifth lumbar vertebra 
is one of the most common of the significant lumbo- 
sacral anomalies. The mechanism of the displacement 
is as follows: On hyperextension, the lumbosacral 
joint being hypermobile, the fifth lumbar vertebra 
glides backward on the first sacral vertebra—an ex- 
aggeration of the normal motion. Then on flexion, 
instead of gliding forward, the fifth lumbar vertebra 
tilts forward, being caught in the position of poste- 
rior displacement. The displacement may often be re- 
duced by reversing this process, extending the spine, 
and then gently flexing it with traction of the pelvis. 


In a lumbosacral structure which is mechanically 
sound, the lumbosacral angle is more acute when 
standing then when lying, due to slight sagging for- 
ward of the pelvis on standing. If, however, there 
is a mechanical weakness which is producing the 
symptoms, the patient, on standing, tilts the pelvis 
backward so as to reduce the lumbosacral angle and 
bring the sacrum more under the line of the weight 
thrust—a protective reaction. For this reason, the 
lumbosacral angle may appear worse in a normal 
subject when standing than in one who has lumbo- 
sacral weakness. 


The anteroposterior mobility of the fifth lumbar 
vertebra should be determined, for the reason that 
abnormal mobility at this point is just as much a 
mechanical weakness as is a bony anomaly. The 
amount of mobility is determined by making true Jat- 
eral views in flexion and in extension. Fifteen or 
more degrees of anteroposterior motion, or a move 
ment of the spines of the fifth lumbar and first sacral 
vertebrae of more than one-half inch in relation to 
each other, constitutes sufficient mobility to be a 
cause of symptoms. 
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By HUGH JETER, M.D. 

The Specificity of the Complement Fixation Test for 

Amebiasis. Emil Weiss, M.D., and Lloyd Arnold, 


M.D., »Chicago,..Ill. American Journal of Diges- 
tive Diseases and Nutrition, Vol. I, October, 1934. 


This report adds some valuable details or specific 
information concerning the complement fixation test. 
The following conclusions are given: 


1. Alcohol and acetone extracts of E. histolytica 


yield a specific antigen. Specific antiamebic serum 
can be produced by the injection of this antigen. 


2. The beef-heart lipoidal antigens used in the Was- 
sermann and Kahn tests can give nonspecific reac- 
tions not only with serum of amebic dysentery pa- 
tients, but also with immune serum produced from 
various protozoa. These beef-heart lipoids can pro- 
duce antisera which can be shown to contain non- 
specific antibodies. 


3. When complement-fixation tests are positive for 
both amebiasis and syphilis (Wassermann) the Was- 
sermann reaction can be checked by using a specific 
spirochete antigen instead of the beef-heart lipoids. 


The Monocyte, Monocytosis, and Monocytic Leukosis; 
a Clinical and Pathological Study. Charles A. Doan, 
M.D., F.A.C.P., and B. K. Wiseman, M.D., Colum- 
bus, Ohio. Annals of Internal Medicine, Vol. 8, 
October, 1934. 


In this the authors discuss: 
The Monocyte and the Cells of the Blood. 


The Monocyte and the Cells of the Connective 
Tissues. 


The Monocyte in Pathologic States. 
The Monocyte in Leukemia. 
Chronic Monocytic Leukemia. 


Monocytic Leukemia With Aleukemic Phase; 
Leukemia Cutis. 


Acute Monocytic Leukemia. 
The Problem of Mixed Leukemia. 
Etiologic Considerations. 


Several cases are described and clinical as well as 
laboratory findings are mentioned. 


New conceptions of the monocyte and its import- 
ance in different diseases are nresented. 


The charts and plates are exceptionally good. 


A Histologic Study of the Liver in Patients Affected 
With Peptic Ulcer. Maurice A. Schnitker, M.D., 
and George M. Hass, M.D., Boston, Mass. Amer- 
ican Journal of Digestive Diseases and Nutrition, 
Vol. I, October, 1934. 


The authors attempt to add support to the exist- 
ing evidence that there is some association between 
the disturbance of the liver or its secretions and pep- 
tic ulcer. 


Post mortem material in the Peter Bent Brigham 
Hospital, covering an eleven-year period, 1922-1933, 
was utilized for study. It was found that fourteen of 
the seventy-two cases of cirrhosis of the liver (19.5%) 
has associated typical ulcer of the stomach or duo- 
denum. It was found that fifty of the one hundred 
ulcer cases had definite histological change in the 
liver. 


On further study based on the type of changes 
in the liver there were not only more patients with 
hepatic injury in the series than in the central group 
but also the ulcer cases showed more definite lesions. 
A study of the pancreas in ulcer patients gave no 
significant information. 


The conclusions seem to indicate that there may 
be at least some functional disturbance such as is 
not always demonstrable histologically in which pep- 
tic ulcer and liver pathology are associated. 
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The Conjunctivoglandular Syndrome of Parinaud. 
Gifford and Dillon, Chicago. Archives of Oph- 
thalmology, October, 1934. 


The writers give their opinion that in cases for- 
merly designated as Parinaud’s conjunctivitis should 
now be called the conjunctivoglandular syndrome of 
Parinaud, since the term Parinaud’s conjunctivitis de- 
scribes merely a syndrome of signs and symptoms. 


Verhoeff has conducted more research than any oth- 
er American on this subject and has devised a deli- 
cate method for the detection of the organism. When 
his method is followed carefully he finds a thread- 
like organism. With the exception of one other case 
reported by the authors, the organisms found by 
Verhoeff have been found only in material stained 
in his laboratory. Some European authorities regard 
Parinaud’s conjunctivitis as a form of tularemia and 
suggest that the organism described by Verhoeff is 
probably due to the tubercle bacilli of animal origin. 
Parinaud believed that the infection was of animal 
origin and cited instances of patients suffering from 
this disease as having previously had contact with a 
cat. In one of the cases of Dr. Dillon, a farmer's 
wife, gave a history of having had contact with cats 
having “sore eyes”. 


The third case of the authors is reported: A boy, 
age 11 years, for four days had noticed a swelling 
of the eyelids and right side of the face and it was 
with difficulty that the mouth was opened wide. 
There was enough discharge to stick the eyelids to- 
gether of mornings. The previous history was essen- 
tially negative. There were papillary swellings near 
the upper part of the fornix conjunctiva and near 
the middle there was a flat mushroom-shaped gran- 
ulation about 3 mm. in diameter. The preauricular 
and cervical glands were enlarged and sensitive. The 
blood count was: R.B.C. 4,400,000; W.B.C. 8,000: 
72 polymorphonuclears; 20 lymphocytes; 6 large 
mononuclears and 2 eosinophils. Agglutination with 
bacillus tularensis on the tenth day was negative. The 
history of animal contact was negative except playing 
with a dog which had “a lump under the jaw.” In 
six weeks with the use of antiseptics the conjunctiva 
and glands were again normal. 


On the eighth day the largest granulation on the 
conjunctiva was removed for microscopic examina- 
tion. Verhoeff's method of staining was employed 
and among other things there was found a thread- 
like mold, some of which appeared to show true 
branching, but this appearance may have been due 
to the crossing of two threads. A definite radial ar- 
rangement of a mass of these threads was shown at 
one place. 


The opinion held by the writers is that the thread- 
like organism is a member of the group of trichomy- 
cetes. Due to the fineness of the threads, their branch- 
ing and radial arrangement, streptothrix actinomyces 
is suggested rather than leptothrix. 


Two Cases of Facial Paralysis “A Frigore,” Cured by 
Decompression. Dr. P. G. H. Sander, Port Said. 
The Journal of Laryngology and Otology, August, 
1934. 


Innumerable theories have been advanced to ex- 
plain the anatomical basis of the chief symptoms of 


Bell's palsy or as the author terms this condition, 
“paralysis a frigore.” 


According to Dr. Sander there is a similarity in 
the principle of procedure in glaucoma and Bell's 
palsy. The etiological factor of both conditions re- 
mains idiopathic despite years of research work by 
leading authorities on each subject. It is a recog- 
nized fact that certain procedures by the competent 
ophthalmic surgeon will relieve the intraocular ten- 
sion, at least temporarily. The same fundamental 
truth or doctrine influenced the imagination for the 
inception of the decompression of the nerve in the 
optic canal for the relief of a neuritis. Decompres- 
sion of the fallopian canal for relief of Bell's palsy 
inevitably followed. Other aural surgeons have per- 
formed this operation as early as 1908 with good re 
sults. Regardless of the cause every case of Bell's 
palsy, unless decided improvement is manifested in 
a few days, should be considered surgically. Some 
authorities claim that when this condition occurs that 
no delay is justifiable; it is as much of an emergency 
as an acute appendix. Obviously the earlier a de- 
compression is done, the better the expectation 


Treatment must be given that will remove the in- 
fection and inflammation from the region of the mid- 
dle ear and the mastoid cells. There may be only a 
chronic catarrhal tubal condition with never a history 
of an acute infection and clinical examination may 
be entirely negative. Other conditions such as acute 
or chronic otitis media, infected mastoid cells, peri 
ostitis or osteitis of the fallopion canal, abortive o 
latent forms of otitis, catarrhal otitis of mild order, 
may produce a perineuritis and neuritis of Bell's 
nerve. Experience shows that a nerve may lie in di 
rect contact with pus for quite a period of time and 
suffer no injury but this is not true of pressure. If 
there is pressure for very long there will be injury 
to the nerve and the resulting loss or impairment of 
function. An example of this is cited in the “chloro 
form paralysis” or the “Saturday evening paralysis 
when the function of the musculo-spiral nerve is tem- 
porarily impaired by the pressure of the head or body 
on its trunk for a few hours, during profound sleep 
from an anaesthetic or intoxication 


Two cases are reported: A nurse, age 46, after ex- 
posure to a cold north wind, noticed in the follow 
ing days that she had a headache; a moderate rise 
in temperature; that the left arm became numb; that 
pain was experienced on the left side of the neck; 
that seven days afterwards there was a loss of taste 
for grapes on the left side; that on the tenth day 
of illness a twitching on the left side of the face 
began on the forehead and progressed to the eyelids, 
cheek and mouth; and on the thirteenth day she 
realized that the left side of her face was paralyzed. 
A decompression was done and six hours after the 
operation improvement began 

The second case was that of a Danish seaman, age 
45, who, nineteen days previously, suffered exposure 
in the North Sea to a very cold wind. Three days 
after entrance to the hospital paralysis of the facial 
nerve was complete. Examination, among other 
things, showed a mild otitis catarrhalis of the affect- 
ed side. A decompression was done and ten days 
later the paralysis had completely disappeared. An 
extensive bibliography is appended to this interest- 
ing article. 


Atypical Mastoiditis. Case Report. Dr. Hyman Sporn, 
Brooklyn. The Laryngoscope, March, 1934. 
Comment is made as to the variety of the nomen- 

clature which designates a mastoid infection which 

does not yield the typical signs and symptoms of this 
disease. A resume of the classical mastoid infection 
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is given from its beginning to the time of operation, 
including signs and symptoms, haematological and 
roentgenological findings. 

This condition is more commonly found in infants 
and young children. Operation may show extensive 
destruction including dreaded complications which 
were in no way evidenced by the clinical picture. 
This type of case may easily result in a fatality if 
the greatest amount of care and judgment are not 
exercised. 

It is not impossible to have a mastoid infection re- 
sulting from trauma or by way of the blood stream. 
Supposedly the most common way is by means of 
the infection extending from the pharynx up through 
the eustachian tube, through the middle ear and into 
the antrum and mastoid cells. Due to a small open- 
ing from the middle ear into the mastoid cells the 
infection may clear up entirely in the middle ear 
without any drainage occurring through the tympanic 
membrane and become localized in the antrum and 
mastoid cells. The blood and lymph stream and the 
gradual destruction and eating away of adjacent bone 
may cause further dissemination of the infection. 


The case reported is that of a man, age 40, who 
had a slight discharge from the left ear early in Jan- 
uary and was finally operated for a suppurative mas- 
toiditis on May 3lst. February 20th there was a pro- 
fuse creamy discharge from furuncles on the floor 
and posterior canal wall. The ear-drum was present 
and normal in appearance. Tuberculosis and syphilis 
were ruled out at this time and the roentgenogram 
was negative of the mastoid region. The external otitis 
at this time looked like an ersipeloid infection. The 
discharge continued until March 11th, when he was 
sent to the hospital and these areas of infection in 
the external canal were drained. He remained in 
hospital a week and was apparently completely healed 
in ten days. On March 28th there was a swelling 
behind the ear and on pressure pus exuded into the 
external auditory canal. The diagnosis at this time 
was a Cellulitis of the soft tissues with a sinus into 
the external auditory canal. On April 20th he was 
again admitted to the hospital for observation. His 
chief complaint at this time was slight pain over the 
mastoid region. There was a small fluctuating mass 
over the region of the antrum. The sinus was still 
present draining into the external auditory canal. 
The roentgenogram was again negative. The blood 
count was W.B.C. 14,000 with 56 polymorphonuclears. 
April 24th the small mass was incised and a small 
amount of pus found. He continued in about this 
condition until May 20th when another roentgeno- 
gram showed a breaking down of the cells of the 
left mastoid. Operation showed a perisinus abscess, 
periphlebitis, extensive necrosis of the mastoid proc- 
ess near the zygoma and over the canal wail and of 
the dural plate. The pus cultured staphylococcus al- 
bus and aureus. During the entire course of the in- 
fection he had temperature only two days, 100 de- 
grees for the first two days after operation on the 
mastoid. The recovery was uneventful. 


The main points of interest in this case are: (a) His- 
tory. (b) Absence of changes in the membrana tym- 
pani and middle ear. (c) Absence of pain and con- 
stitutional symptoms. (d) The presence of a cortical 
perforation into the membranous canal and sinus in- 
volvement. 


Bacteremia and Acute Infections of the Upper Res- 
piratory Tract. Howard C. Ballenger, M.D., Chi- 
cago. Archives of Otolaryngology, October, 1934. 


The etiology of the common cold is again dis- 
cussed. It was in 1914 that Kruse first advanced the 
theory that they were probably due to a filtrable 
virus and were produced by means of a bacteria-free 


filtrate. His results as reported lack the confirma- 
tion of many others doing a similar line of research. 
The more probable explanation is that a filtrable sub- 
stance produces activity of the pathogenic organisms 
which are usually present in the nose and throat. 
Some of the pathogenic bacteria which may be found 
here are: streptococci, pneumococci, staphylococci, 
certain gram-negative cocci and the influenza bacillus. 
It is less likely that influenza may be caused by a 
filtrable virus than the common cold. 


That hemolytic streptococcus is the predominating 
Organism in a high percentage (84-90) of cases of 
mastoiditis is confirmed by Soper and Dynes as well 
as by Kopetzky and Hadjopoulos. This hemolytic 
streptococcic infection may be extended from the 
nose and throat by continuity of tissue causing sinus- 
itis and mastoiditis, by the lymphatics causing cervical 
adenitis and retropharyngeal abscess and through the 
alimentary track and the blood stream. 


In 1932 blood cultures taken from 293 apparent- 
ly healthy people by Reith and Squier showed a 
marked increase in the number of positive cultures 
obtained during the winter months when nose and 
throat infections were predominant. Some of the 
probable causes of failure to obtain a positive blood 
culture are: that the blood stream may have an in- 
sufficient number of bacteria present; that the bac- 
teria may not be present in the blood stream at the 
time the blood was withdrawn; the use of the wrong 
culture medium or not being left to grow a suffi- 
cient length of time; that the liver, spleen, lungs and 
finer capillaries may have removed most of the bac- 
teria before the blood reaches the vein of the neck 
or arm from which the blood is usually taken; or 
the strain may be in a filtrable phase or react in an 
unuusal manner to the staining. It is suggested that 
the percentage of blood cultures would be higher if 
the blood were to be taken from an artery. 


Many times attacks of acute appendicitis or acute 
peritonitis occur following a sore throat. 


It is obvious that any infection of the nose and 
throat due to hemolytic streptococcus should not have 
operative interference during its acute stage. In 28 
strains of hemolytic streptococcus it was found hu- 
man fibrin was liquefied or dissolved in a short time. 
This might account for post operative bleeding a few 
days after a tonsillectomy as well as the frequent in- 
vasion of the bacteria into the surrounding tissues 
and blood stream. 


In case of an extension of a hemolytic streptococcic 
infection into the middle ear, the author believes that 
a paracentesis should be done as soon as there is 
bulging. This may produce a temporary bacteremia. 
If the extension of the infection continues and mas- 
toiditis develops there can be no hard and fast rule 
as when to operate as each case must be judged sep- 
arately on its individual merits. He advises waiting 
at least three weeks if possible. 


o— -- 
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The Principles of and Results After Amputation for 
Diabetic Gangrene. By Leland S. McKittrick and 
Theodore C. Pratt. Annals of Surgery, October, 

1934, Page 638. 

Dr. Kittrick is one of my good friends and I am 
familiar with his excellent work in diabetic surgery 
at the Deaconess Hospital in Boston. The Deaconess 
Hospital is the hospital of Dr. Joslin, the great dia- 





cc 





JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 461 


betic specialist. Because of his association with Dr. 
Joslin, Dr. McKittrick has had an unusually wide 
and varied experience with the surgical complications 
of diabetes. 


In this article he reports 396 patients who were 
operated for 497 separate lesions of the lower ex- 
tremities during the eleven years ending December 
31, 1933, with a mortality of 11-4/10 per cent; 312 
of these conditions were due to arterial deficiency 
with a mortality of 14-1/10 per cent, whereas in 185 
cases where the arterial supply was satisfactory, the 
mortality was only 7-2/10 per cent. 


The mortality following 326 major amputations is 
15 per cent. 


Most of the successful toe amputations were on 
feet with good pulsation in the dorsalis pedis ar- 
teries, or with other evidence of good blood supply. 


With 32, or 56 per cent, of the 57 deaths due to 
infection secondary to the local condition, the need 
for early and proper operation seems evident. 


Excluding the 32 deaths due to extensive infec- 
tions on admission, which resulted in pre-operative 
septicaemia or extensive post-onerative infection, a 
mortality of 5-3/10 per cent was obtained. This is 
suggested as the approximate mortality from un- 
avoidable causes in this group of bad risk patients. 
The mortality following major amputation can ap- 
proximate this only when cases are seen earlier, and 
the time for and type of operation to be done is ac- 
curatelv selected. The mortality following toe am- 
putations ought not to exceed this by more than a 
small margin. 


A mortality comparable to this “basic” mortality 
is reported from the 73 cases operated upon in 1933 
and for the 185 toe amputations reported during the 
past eleven years. 


Results following amputations at various levels are 
considered both from the immediate and late result. 


Amputations through the lower leg healed satis- 
factorily in properly selected cases. When this am- 
putation has been done for gangrene, thrombosis in 
the popliteal or femoral arteries may follow and re- 
quire amputation through the thigh at a later date. 


A lower leg stump adds greatly to the facility of 
using artificial limbs, but there is no justification 
for the increased risk and prolonged hospital stay 
following such an operation unless the general con- 
dition of the patient makes subsequent use of an ar- 
tificial limb probable. 


A Gritti-Stokes amputation gives an_ excellent 
stump. It is particularly well adapted to’ one who 
must be on his feet for long periods of time. The 
operation is more hazardous than a supra-condylar 
amputation and is followed by a somewhat longer 
hospital stay. 


The subsequent activities of diabetic patients, op- 
erated upon for gangrene, are sufficiently limited so 
that a good supracondylar amputation will give a 
satisfactory functional result, and if done with a cir- 
cular incision without flap is the safest of all ampu- 
tations. 


Painful stump has not been experienced. Result 
following cauterization of the nerve and alcohol in- 
jection have been equally satisfactory. 


Late mortality and morbidity in this group of pa- 
tients is frightful. Of 188 patients operated upon for 
gangrene, two or more years ago, only 64 are still 


alive, and 22, or 34 per cent of these have bilateral 
amputations. 


Bilateral amputation is frequently followed by re- 
lief from cardiac symptoms and is compatible with 
a useful existence and a happy household, particular- 
ly if the patient is a woman. 


Except for the patients under 60 years of age, ‘a 
bilateral amputation usually means a wheel chair ex- 
istence. 


In discussing this paper Dr. Lane of Loyola Uni- 
versity in Chicago made a very interesting observa- 
tion in regard to gas bacillus infection. He said that 
one of his associates, Dr. Gage, had worked out the 
fact that contact with the skin from wool is the im- 
portant factor. They had never seen a gas bacillus 
infection in the summer time when linen clothing was 
worn. In the winter in injuries where the men were 
wearing wool clothing gas bacillus infection was not 
infrequent. The diabetic, while he is waiting for the 
line of demarcation, usually has his leg wrapped up 
in a blanket. He cited one patient who was sleep- 
ing between blankets and a hypodermic injection was 
responsible for the gas bacillus infection. Several 
of their diabetic gangrene patients had amputations 
which were followed by gas infections and invariably 
in those patients where attempts had been made to 
keep the limb warm by wrapping it in a blanket. 
They cultured new blanket wool and new clothing 
wool and found in all instances that they were able 
to cultivate the gas bacillus from ordinary or socially 
clean wool, not necessarily surgical wool. 


-—LeRoy D. Long, M.D. 


Cancer and Prolapse of the Uterus. Frederick V. Em- 
mert, M.D., and Joseph B. Taussig, M D., St. Louis, 
Mo. American Journal of Obstetrics and Gyne- 
cology, Vol. 28, No. 4, October, 1934. 


These authors are reporting 10 cases of complete 
prolapse of the uterus, four of which have been com- 
plicated by carcinome of the cervix. The case his- 
tories are given. ; 


The report is made because of the fact that in the 
literature it is remarked that carcinoma hardly ever 
develops on a prolapsed uterus. This, for some time, 
has been mentioned as one of the questionable factors 
in application of the theory that chronic irritation 
is an important factor in the causation of cervical 
cancer. 


These authors justly feel that carcinoma of the 
prolapsed uterus is not as rare as we have been led 
to believe. Upon the basis of their report they also 
minimize the efforts of numerous writers who have 
attempted to justify the existence of prolapsed uteri 
with erosions and with no cancer, at the same time 
stressing the importance of chronic irritation as a 
predisposing cause of cervical cancer. They also point 
out that apparently cancer upon a prolapsed uterus 
is not very active. They give their reasons for this 


belief. 


They feel that cases of cancer found upon pro- 
lapsed uteri should first be treated by x-ray and ra- 
dium followed in three to six weeks by vaginal hys- 
terectomy. 


Comment: This is a very interesting and important 
report, particularly in light of definitely determining 
the relation between chronic irritative lesions of the 
cervix and cancer of the cervix, because this general 
belief of the prolapsed uterus being free from can- 
cer has been one of the weak links in the clinical 


application of the principle. 
—Wendell Long. 
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Cornea, Rodent or Mooren’s Ulcer of the 65 
Corpus Uteri, Radiation Therapy, Carcinoma of 

the (ab) 110 
Coxa Plana, The Stages of (ab) 380 
Cough, Some Problems, Therapy (ab) 415 
Cough, Whooping, A Statistical Analysis of (ab) 416 
Crippling From Accidents 349 
Cycloplegia for Diagnosis (ab) 106 


Cysts, Traumatic Epithelial, of the Skin (ab) 72 


D 


Deafness, The Otologic Management of Progres- 
sive (ab). 270 

Dermatomyositis, Report of Case (ab) ..164 

Dermatitis, Treatment of Post Arsphenamine (ab) 225 


Diabetic Gangrene, Results After Amputation 
(ab) . 460 
Diabetes Mellitus and Its Complications, The 
Treatment of 73 
Diet Table, A Boy's Boarding School (ab) 259 
Digestive Tract, Treatment of the Disease of 
the (ab) 68 
Diphtheria, Modern Surgery in (ab) 419 
Dislocation of the Shoulder, Recurrent (ab) 300 
Doctor in Politics, The 198 
Dysmenorrhea—Relieved by Resection of Presa- 
cral Sympathetic Nerves (ab) 190 


E 


Ear and Nose Diseases, Intracranial Complications 
Appearing During the Treatment of (ab)... 106 
Eczema and Ulcers, The Management of Varicose 290 


Eczema, Nickel (ab) 29 
Eczema, Sensitivity to Fungi in Infantile (ab) 344 
Edema (ab) 192 


Endocrine Diagnosis and Therapy (ab) 
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Endocarditis, Gonorrheal, Case Report with Au- 
topsy 

Endocrine Disorders, 
With 

Erysipelas, Ulcers Complicating (ab) 

Erysipeloid 

Exhibits, List of Scientific 

Extremities, Diseases of the 


Eye Pad for Making Hot Applications (ab) 


The Epilepsies Associated 


F 


Fascial Space Infection of the Hand 

Femur, Operative Lengthening of the (ab) 

Femur, Slipping of the Epiphysis of the Head 
of the (ab) 

Fertility and Sterility, Two Important — 
Factors (ab) 

Fever, Undulant (ab) 

Fibroids, Treatment of (ab) 

Fibrosa of Recklinghausen, Osteitis (ab). 

Fistula, Spontaneous Reno-Inguinal (ab) 

Fistulae, Ano-Rectal 

Fluids, Body, Test for Alcohol in (ab) 

Food Poisoning (ab) 

Forearm, Fractures of 
of the (ab) 

Fractures About 
tions On ‘ 

Fractures, Compound, The Treatment of (ab) 

Fractures, Delayed Appearance of Deformity in 
Vertebral Body (ab) 

Fractures, Intrascapsular, of the Hip (ab) 

Fractures, Skeletal Traction in Treatment of (ab) 

Fracture Therapy, End-to-End Approximation and 
Accurate Reduction as a Necessity in (ab) 

Fractures, Treatment of (ab) 

Fractures, New Treatment for Delayed Union or 
Non-union (ab) ; 

Fractures of the Jaws (ab) 

Functional Convergence, Insufficiencies of (ab)... 

Fuso-Spirochetal Disease 


the Lower Third Bones 


the Elbow, Personal Observa- 


G 


Gastro-Enterostomies (ab) 
Gaucher's Disease, Hereditary (ab) 
Genito-Urinary Tract (ab) 
Gland, Lingual Thyroid (ab) 

Gleanings From a Tour of Some Foreign Sur- 
gical Clinics santana 
Goiter, Endemic, Prevention of_ ahd 

Gonorrhea, In the Male, Chronic. 


Granulopenia, Further Studies on (ab) 
H 
on Recent Advances in the pesos of 
(ab) 


Heart Disease, Rheumatic 

Heart and Joint Diseases, Contagion as a | Factor 
in Certain (ab) a 

Heels, Painful, Among Children (ab)... 

Hernia, Incisional (ab) 

Hip, Reconstruction—Arthoplasty Operation tor 
the (ab) 

Hip, a Dislocation, 
hood (ab) 


of the, in Child- 


Humeri, Osteochondritis ‘Dissecans Capitula (ab) 3 


Hypernephroma, Metastatic, Union of Patholog- 
ical Fractures Following (ab) . 

Hyperparathyroidism (ab) 

Hyperparathyroidism and Generalized Fi bro- Cys- 
tic Ostitis (ab) 

Hypothyroidism, Its Relation to Convalescence 
Rate and End Results Following Surgery (ab) 
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Ileus, Post-Operative Treatment in (ab) .. 438 
Injection, Intravenous, The Treatment of Various 
Infections by (ab) a oe 
Impetigo Contagiosa, Treatment for (ab). —s, 
Intestinal Obstruction, Acute (ab) ss . 383 
Intestinal Obstruction (ab) . 383 
Intestinal Obstruction, Relief of Acute (ab). 68 
Intestinal Tract, Carcinoma of the (ab) a 
Intractable Pain, Relief of (ab) . 340 
Intubation, Small Intestinal (ab) . 345 
Iridocyclitis, Surgical Treatment of (ab). 269 
J 
Joints, Compensatory Changes of Cartilagenous and 
Osseus Tissue in Ankylosed (ab) 150 
K 
Keratitis, Tubercular Parenchymatous (ab) 378 
L 
Labium Majus, Lipomata of the (ab) 34 
Lavell Operation, Late Results of (ab) 457 
Leukemia (ab) 458 
Leukemia, Lymphatic (ab) 381 
Leukemia, Procedures for Treatment of Myelo- 
Genous (ab) 164 
Liver Deaths and Their Prevention (ab) 221 
Lumbago, A New Sign of (ab) 109 
Lumbosacral Anomalies (ab) 457 
Lymphatic System (ab) 270 
M 
Magnesium Content of Soils and Cancer (ab) 224 
Malaria, Artificial Transmission of (ab) 249 
Mastoiditis, Atypical (ab) 344-459 
Mastoidectomy, Temperature After (ab) 338 
Melanoma, One Must Not Cut a (ab) 147 
Meniere's Disease (ab) . 379 
Meningitis, Otitic, Notes on the Diagnosis of 
(ab) . ; 338 
Meningitis, Tuberculosis, and the Possibility of 
Its Prevention (ab) 415 
Meningitis, Pneumococcic, Report of Case (ab). 198 
Metastasis (ab) 272 
Moles, Malignant, Melanomas Arising in (ab)... 225 
Mucus, Nasal Flora and Reaction of the (ab) 418 
Muscles, The Cinch Shortening Method for 
Extra-Ocular . 433 
My Brother and I, Dr. J. M. Alford, Oklahoma 
City 269 
N 
Nasal Pathology, Surgery and Diabetic Treat- 
ment in (ab) 186 
Neck, Hypertonic Muscles. of the (ab) 220 
Neck Infection, Study of Twenty-four Cases (ab) 28 
Necropsy, The Medicolegal (ab) 417 
Necropsy, Performing the Medicolegal (ab) 417 
Nephritis, As Seen in the Laboratory 5 
Nephritis, Types of (ab) 118 
Nephrosis in Children 352 
Neurasthenic Patient, The 401 
Neuritis (ab) 456 
Neuromyelitis, Optic (ab) 219 
Neurosyphilis, Divided Doses of Thyroid Vac- 
ciine in the Fever Treatment of 64 
Newborn, Presentation of a Case of Hemorrhag- 
ic Disease of the iene ee 
Nipple, Bloody Discharge of the (ab). 305 
Novacain in the Treatment of Injuries of the 
Joints (ab) 273 
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Obstetrics, Roentgenometry (ab) 

Ocular Diagnosis, Importance of Cephalalgia in 
(ab) 

Ossification in the Internal Semilunar Cartilage, 
Two Cases of . iglndemainbaiaats 

Osteomyelitis, Latent (ab). 

Otolaryngology, 
Streptococcus in Relation to (ab) 

Ozena, Genuine (ab) ’ 


P 


Palate, Progressive Ulcerative Reticulosis of the 
ye a 

Pancreas, Carcinoma of the (ab) - 

Papilloma, Nasal (ab) 

Paralysis, Facial (ab) 

Paraplegia, Spastic (ab) 

Parathyroidism, Clinical Recognition and Surgical 
Treatment of (ab) 

Patella, Chronic Recurrent Dislocation of the (ab) 

Pediatrics of the Future . 

Pelvic Infection (ab) 

Persimmon Bezoars, 

Placentae, Abruptio, 
Infarct (ab) 

Pleurisy, Dry, Radiologic and Clinical of Atypical 
Forms of (ab) 

Pneumonia, Differential Typing and Treatment 

Pneumoperitoneum As a Practical Procedure in 


Report of 
Following Acute Placental 


Gynecology ; 
Pneumothorax, Simultaneous, Bilateral Spontane- 
ous (ab) Ton 

Pneumothorax, Spontaneous (ab) 


Poisoning From a Leaden Ball, 

Poisoning, Metallic (ab) 

Poisoning, Mercury (ab) 

Poliomyelitis, Acute Anterior Serum Treatment 
(ab) 

Poliomyelitis, Diagnosis of Acute (ab) 

Poliomyelitis in the 1931-32 Epidemic (ab) 

Polyarthritis, Ankylosing, Treatment (ab) 

Polyneuritis, Gestational (ab) 

Polys, Malignancy in Cervical (ab) 

Practitioners of the Future (ab) 


Lead (ab) 


Pregnancy (ab) 192- 
Pregnancy, Abdominal Pain in (ab) 

Pregnancy, The Urine of (ab) ; 

Pregnancy, Visual Field Defects in (ab) 
President's Page, The 330, 371, 


Prexia in Children, Some Common Causes of 
Program, 42nd Annual Session, Tulsa: 

135-36, 
Projectiles, Migrating (ab) 
Prostatic Hypertrophy and Bladder Neck Resec- 

tion 7 , . 

Prostatic Hypertrophy, Benign 
Prostatic Problem, The (ab). ~ 
Proctoscopy, Grave Accidents in (ab). 
Pyelitis, Posterior Pituitary in (ab) 
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Rabies, The Diagnosis and Treatment 

Radiation Therapy, Important Physical and Bi- 
ological Principles in 

Radiosensitivity and Tumor ,Grading—The Prac- 
tical Application of (ab). 

Report, Examination for Licenses to Practice Med- 
icine ~—191- 

Respiratory Tract, Upper (ab) 

Respiratory Tract, Upper, Diseases of the (ab) 

Retina, Function of the (ab) 

Rhabdomyoma __. 

Rheumatic Diseases in Children (ab). 


Erysipelas and “the Haemolytic 


175-76-77-78-79-80 
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239 


386 


. 460 
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Roentgen Demonstration of Calcified Coronary 
Arteries in Living Subjects (ab) 

Roster, 1934 

Rupture, The Common Syndrome of (ab) 
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Sarcoma of the Cheek Following Tricho X-ray 
Treatment for Hair on the Face (a) 

Scarlet Fever (ab) 

Scleritis, Sympathetic (ab) 

Sclerosis Multiple (ab) 

Scoliosis, Idiopathic (ab) 

Semen Appraisal, Differential Stain That Ad- 
vances the Study of Cell Morphology (ab) 

Septicaemia 

Shock, Operative, Treatment of (ab) 


Should Fusospirochetal Infections be Treated 
With Arsenicals? (ab) 

Sinus Conscious (ab) 

Sinus Disease in Children, Nasal (ab) 

Sinus Disease and Bronchiectasis (ab) 

Sinus, Ethmoid (ab) 

Sinus Pain (ab) 

Sinusitis, Practical Consideration of Maxillary 


Observations on the Ec- 


(ab) 


Skin Diseases, Some 
zematous Reaction Evoked by 


Skin Eruption With Gastro-Intestinal Involve- 
ment 

Skin Grafting 

Sodium, Benzoate of (ab) 

Spine, Giant Cell Tumor of the (ab) 

Spine, Non-Tuberculous Infection of the (ab) 

Splenectomy in Chronic Arthritis, Felty's Syn- 
drome (ab) 

Splenectomy, Indications and Contra-Indications 
for 


Splints (ab) 

Sterilization of the Female (ab) 

Sterilization Surgical (ab) 

Stomach, Thoracic, Report of Cases of 
(ab) 

Struma Lymphomatosa Hashimoto (ab) 

Subarachnoid (ab) 

Success and Usefulness in Medicine 

Suppurations of the Petrous Tip (ab) 

Syndrome, The Conjunctive Glandular (ab) 

Syphilis, A New Method of Protein Fever Treat- 
ment in Resistant 


Partial 


Syphilis, In Cardio-Vascular Disease (ab) 

Syphilis, Ocular 

Syphilis, Prognosis of 

Syphilis, The Incidence of 

Syphilis, Treatment of Early 

System, The Medicolegal, in the United States 
(ab) 

T 

Tarsal Bones, Fractures and Dislocations of the 

(ab) 


Tests, Aschheim-Zondek and Friedman, Compari- 
son of (ab) 

Test, Hearing (ab) 

Tests, Inter-relation of Cutler, Linzenmeier and 
Westergren Sedimentation (ab) 

Tests, New Method of Reading Friedman Mod- 
ification of the Aschheim-Zondek (ab) 
Tetanus, Combination of Vaccinotherapy and Ser- 

otherapy in the Preventive Treatment of (ab) 
Tetanus, The Present Treatment of (ab) 
Therapy, Non-Specific Protein 
Therapy, Ovarian (ab) 
Therapy, The Prolonged Bath in (sb) 
Thymic Dangers (ab)_- eae: 
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Thyroid Diseases in Children (ab)... 

Thyroid in the Large Cities of the U. S., in 
1933 (ab) 

Thyroid and Parathyroid Glands, 
tion of Living Grafts of (ab) 

Tibia Osteomyelitis of (ab) 

Tibia, —— of Compound Fractures of the 
(ab) 

Torsion, Congenital Anomaly of Omentum Caus- 
ing (ab) 

Toxemias of Pregnancy, Renal Pathology Seen in 

Toxoid, Report of Series With Alum Precipitated 

Trachea, Compression of (ab) 

Transfusion, Blood 

Transurethral Surgery of the Prostatic Gland 


~ ‘Transplanta- 


Treatment of Cranio-Cerebral Injuries, The 
Tuberculosis, Cavities of the Lung, Treatment 
of (ab) 


Tuberculosis Conservation, The Keynote in the 
Treatment of (ab) 

Tuberculosis, Human, of Bovine Origin (ab) 

Tuberculosis Infection Among Children, The In- 


cidence of (ab) 


Tuberculosis, Intestinal, Diagnosis of (ab) 

Tuberculosis, Lymphatic Reaction in (ab) 

Tuberculosis of the Uterus and Fallopian Tubes 
(ab) . 

Tuberculosis, Pulmonary, Trauma of the Thorax 
and (ab) 

Tuberculosis, Role of Atelectasis in Pulmonary 
_ es 


Tuberculosis by Hyperprexia in the Treatment 
of Pulmonary (ab) 

Tumor of the Spine, Giant Cell (ab) 

Tumors, Brain (ab) 

Tumors of the Ovary, Treatment of (ab) 

Typhoid in 1933 (ab) 
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Ulcer, Peptic (ab) 149-458 
Ureteral Anomalies, The Clinical Course of... 282 
Urethrocystography in the Male (ab) 174 
Urinary Tract, Effect of Pregnancy on the . 68 
Urinary Tract Infections, Treatment of 287 


Urography as Guide to Surgical Indications of 
Diverticula of Urinary Bladder (ab) . 102 
Urologist to the General Practitioner, The Re- 


lationship of the . 201 
Uteri, Procidentia, Interposition Operation for 

(ab) . . 190 
Uterus, Cancer and Prolapse of (ab) 274 

Vv 
Vagina, Reconstruction of the (ab) 274 
Vaginal Hysterectomy . 307 
Vertigo (ab) 299 
Vertigo, From the Otological Standpoint 114 
Vertigo, From the Viewpoint of the Internist. 116 
Vertigo, Ophthalmological 113 
Vesicular Eruptions of the Hands and Feet 284 
Visualization, Knee-Joint (ab) .. 300 
Vitamins, The Present Status of the 158 
Vulva, Cancer of (ab) .. 374 
W 

Warts, The Seeds of (ab) 105 
Whooping Cough Cases, A Statistical Anaylsis 

of (ab) _. 416 
Whooping Cough, Immunization of School Chil- 

dren (ab) _.. 447 
Women’s ae 262-263 
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Antirabic Vaccine 


SEMPLE METHOD 
Product approved by 
Council on Pharmacy and Chemistry of A. M. A. 


. Patients bitten by suspected rabid animal, on any part of body other 
than Face and Wrist, usually require only 14 doses of Antirabic Vac- 
cine. 


Ampoule Package........................ $16.50 


2. Patients bitten about Face or Wrist, or when treatment has been de- 
layed, should receive at least 21 doses of Antirabic Vaccine. (Special in- 
structions with each treatment). 


Ampoule Package -.................... $24.00 


Special discount to County Health Officers, for indigent cases, 
Druggists and Hospitals. 
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A man and his wife 
who had just returned from a round- 
the-world cruise spoke of Chesterfield 


as “an international cigarette. a 















" Oprepeeens Cigarettes are on sale in eighty- 
six countries. You may purchase them 
on nearly all ships and at almost every port. 
We believe you will agree with us 
that for a cigarette to enjoy such popu- 
larity, it must have merit. 
In the making of Chesterfield, we 
do our level best to make it as good 
a cigarette as can be made. 


Smokers say. . 
In almost every language... 


Vacuum tin of 50 
—air tight — water 
tight— fully pro- 
tected even if sub- 
merged in water. 





Packages of 20 
wrapped in Du Pont 
No. 300 Cellophane 
—the best made. 


© 1934, Liccerr & Myers Tosacco Co, 
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JAMES Y. SIMPSON, M.D. HERMAN S. MAJOR, M.D. 
Neurologist and Addictologist Neuro-Psychiatrist 


SIMPSON-MAJOR SANITARIUM 


3100 Euclid Avenue Kansas City, Missouri 





Electricity 
Heat 
Water 
Light 
Exercise 
Massage 
Alcohol . > a ; Mi Rest 
Drugs and ss pe cape Diet 


Tobacco — aks nde? 
Addictions = _— noe “ Medicine 


Beautifully situated in a pleasant residence section of the city. Fully equipped and well heated. 
All pleasant outside rooms. Large lawn and open and closed porches for exercises. Experienced 
and humane attendants. Liberal, nourishing diet. Resident physician in attendance day and night. 
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The DUKE SANITARIUM 


wars “| The institution is located near the 
City of Guthrie on a twenty-five acre 
tract of land. 





It is surrounded by shaded lawns 
and flower gardens. 


Orchards, poultry yards and vege- 
table gardens with our own Federal 
Accredited herd of Registered Jerseys 
furnish the institution with fresh 
food supplies. 


For the Treatment of NERVOUS and MENTAL DISEASES, Drugs and Alcoholic Addictions 


Special Attention Given to Hydrotherapy, Dietetics and Rest Cure 
A STRICTLY ETHICAL INSTITUTION 
For Further Particulars Address 


The DUKE SANITARIUM, Tata GUTHRIE, OKLAHOMA 
NEUROPSYCHIATRIC 


C. B. HILL, M.D., Superintendent ee BERTHA A. BISHOP, Head Nurse 
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